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INDICATIONS: 


Whenever necrotic tissue is present as in 
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in pregnancy 


prescribe Bonadoxin’ 


tablets 


New combination attacks nausea and 
vomiting of pregnancy on two planes: 


The Symptomatic Plane—Bonadoxin contains meclizine—the safe, longer- 
acting antiemetic with highly specific vestibular effects. 


The Metabolic Plane—Bonadoxin contains pyridoxine—the enzyme-essential 
vitamin for which requirements are markedly increased during the first tri- 
mester. Its presence in high dosage helps restore proper carbohydrate metabo- 
lism, glycogen storage and hepatic function, thus correcting physiological 
derangements associated with “morning sickness.” 


Clinical results’: Abolished vomiting in 40 of 41 gravid women, eliminated 
nausea in 30 of 41. Less than 3% side effects. Dosage: 1 or 2 tablets, at bed- 
time. Larger doses if necessary. Supplied: Bottles of 25, prescription only. 
Each Bonadoxin Tablet contains 25 mg. meclizine hydrochloride, 50 mg. 
pyridoxine hydrochloride. 


MTRADEMARK 
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536 Lake Shore Drive, Chicago 11, Illinois 
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scientifi 


SECRETARY'S NEWSLETTER 


JANUARY, 1955 


> Febru 24 and March 28 should b led_on ‘he 
desk calendar in eve d member's office. e 
first marks the Academy's initial closed circuit 
television venture. The second is the opening day 
of the Seventh Annual Scientific Assembly which will 
be held in Los Angeles March 28-31. 


> The headquarte staff and representatives from Wyeth 
Laboratories have completed plans for the Academy's Febru 
24 closed circuit television program. 


The progr. ntitled "Management of Streptococcal 
Infection = Its Complications," will travel via coaxial 
cable to 53 domestic and three Canadian cities. Other 
cities may be added to the list which appears on page 251. 


All will be pinpointed on a map in the February issue of GP. 
More than 20,000 physicians are expected to attend the 


television symposium. The program will be the largest 
closed circuit network telecast in histo d, for the 
first time, will link the United States and Canada embers 


of the College of General Practice of Canada will receive 
invitations and copies of the program from Wyeth of Canada. 


Acade members who attend the one-hour session will b 


remateae to register and will receive formal postgraduate 


credit. Guest physicians are welcome to attend. 


The program will be opened at 6 p.m. (EST) from CBS Ne 
York studios by William B. Hildebrand, president of the 
Acade Speakers, a their subjects, are as follows: 
John D. Keith, associate professor of pediatrics, University 
of Toronto, "Complications of Streptococcal Infection"; 
Burtis B. Breese, assistant professor of pediatrics, Uni- 
versity of Rochester, "Diagnosis and Treatment of Strepto-— 
coccal Infection"; Lowell A. Rantz, associate professor of 
medicine, Stanford University School of Medicine, "Epidemi- 
ology of Streptococcal Infection"; Gene H. Stollerman, di- 
rector of Irvington House, "Prevention of Rheumatic Fever". 
Academy member Keith Hammond, Paoli, Ind., will conduct a 
question period on "Applications to General Practice." 
Charles H. Rammelkamp, Jr., professor of medicine, Western 
Reserve University, will summarize the papers presented. 


> An outstandin rogram has been planned for the more 
than 5,000 physicians expected to attend the Seventh 


scientific Assembly in Los Angeles. Total registration 
is expected to exceed 8,000. 


rty—two speakers and approximately 40 integrated 


ic exhibits have been selected by the Committee 
on Scientific Assembly. A list of speakers, and their 


subjects, appears on page 151 of this issue. Highlights 


ommittee Announces 
ssembly Program nn 
Number | | 


of the program include panel discussions on preserving 
the doctor's life and usefulness, diabetes, medical and 
surgical aspects of peripheral vascular disease, endo- 
crinology, neurology and handling athletic injuries. 


The Congress of Delegates will convene on March 26, 
two days prior to the Assembly's official opening. The 


delegates' dinner will be held Tuesday, March 29. 


President-elect John R. Fowler will be installed as 
president of the Academy at an inauguration ceremon 


Wednesday, March 30. The President's reception will follow 
in the Hotel Statler Pacific Ballroom. 
Mrs. Merlin Newkirk, chairman of the ladies' entertain- 


ment committee, has planned a full program, tentatively 
scheduled to include a fashion show and a number of tours. 


Dr. Newkirk is chairman of the Local Arrangements Conm- 


mittee. 
Five To Address > An outstanding program has been arranged by Chairman 
State Officers John G. Walsh for the State Officers' Conference on Monday 


evening, March 28. Speakers, and their subjects, are as 
follows: Robert Purtell, Marquette University, "My Experi- 
ence as an Instructor in a Medical School"; E. Sinks 
McLarty, Galveston, Tex., "Preceptorship Training Programs"; 
Albert Dix, Mobile, Ala., "Planning a General Practice 
Internship and Residency"; Robert Davison, University of 
Tennessee, "A Medical School Department of General 
Practice"; and Roscoe Pullen, University of Missouri, 
"General Practice Trends in Medical School Education." 


Reports Discuss Cost » Medical care, hospitalization, drugs and other health 
Of Medical Care expenses cost the nation $9.9 billion during 1953, states 
a _ recently released Social Security Administration study. 


Another recent report, based on a U.S. News & World 
Report survey, points out that medical care currently costs 
the average family about $240 a year or 4 per cent of its 
spendable income. This is no more, percentagewise, than 
itd did in 1940. 


Contrary to opinion, physicians receive a smaller share 
of the nation's medical care outlay than they did in 1940. 
During the same period, the percentage paid to hospitals 
has risen from 23 to 29 per cent. 


The report adds that medical groups and insurance 
companies currently pay out about $1.9 billion or 80 


per cent of the amount received from premium income. 
The remaining 20 per cent is used to pay administrative 
costs, build up financial reserves, and, in some cases, 
represents operating profit. 


Reinsurance Termed > The Eisenhower—Hobby reinsurance plan, certain to 
Logical Answer receive strong Congressional consideration during 1955, 

endorses federal support in an effort to provide more 
complete coverage at lower rates. Much emphasis is being 
placed on the need for catastrophic illness coverage. 
Eventually, a similar subsidy might provide for income 
during long periods of illness or disability. 


Senator Lister Hill (D-—Ala.), scheduled to become 


chairman of the Senate Labor and Public Welfare Committee, 
opposes compulsory health insurance but favors federal aid 
which does not require the surrender of local authority. 
Representative Percy Priest (D-Tenn.), who will head the 
corresponding House committee, shares Hill's political views 
on governmental participation in health affairs. 
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This Month's Authors 


Ralph C. Benson, M.D. represents the West Coast among this month’s authors. 
Dr. Benson, who wrote ‘‘The Realistic Management of Threatened and Recurrent 
Abortion,” is associate professor of Obstetrics and Gynecology at the University 
of California School of Medicine. A graduate of Johns Hopkins University Medi- 
cal School, Dr. Benson took his residency in obstetrics and gynecology at New 
York Hospital before moving to the Golden Gate. Dr. Benson’s wide interest in 
his specialty ranges from the surgical and hormonal aspects of gynecology to 
problems involving accidents of early pregnancy and salvage of early gestation. 


Frederick F. Boyce, M.D., whose achievements and honors in the field of surgery 
are almost too numerous to mention, once came down with acute appendicitis 
himself just after concluding a series of four lectures on the subject, and was ac- 
cused by his students of having talked himself into it! The author of “Appendi- 
citis” has some 90 publications to his credit, many of them on this same ailment. 
Born in the West Indies, and a naturalized U.S. citizen, Dr. Boyce was educated 
at Harvard and Yale and is now professor of Clinical Surgery at Tulane University, 
visiting surgeon at several New Orleans hospitals, and holds memberships in 14 
medical societies. 


William R. Chambers, M.D., is well equipped to write on “Stroke: A Neurologic 

Deficit of Sudden Onset.” Dr. Chambers served residencies in neurosurgery at 

Henry Ford Hospital, Detroit, and at The Lahey Clinic, Boston, before joining 

the staffs of Georgia Baptist and Crawford W. Long hospitals in Atlanta, Ga., as a 
neurosurgeon. Formerly a general practitioner himself, for ten years, in Cincinnati, 

Dr. Chambers endears himself to us by his advocacy of the opinion that every 

physician should serve some time in general practice before undertaking training 

as a specialist. This is the same Dr. Chambers who authored the previous GP 

article, “That Fatal First Twenty-Four Hours in Head Injury.” 


Harry F. Dowling, M.D., whose facile pen has authored more than 100 scientific 

articles, and a book on acute bacterial diseases, brings us this month his thoughts 

on the physician’s own health in the article, ‘Physician, Heal Thyself.” Dr. 

Dowling’s distinguished career has led him from his home town of Washington, 

D.C. to his present position as head of the department and professor of Internal 

Medicine at the University of Illinois, in which capacity he is chief of approximately 

285 physicians holding appointment in that department. Dr. Dowling’s own re- ' 
search has been concerned primarily with pneumonia, meningitis and the actions 

of sulfonamides and antibiotics. 


ng 


James M. Moss, M.D., has medicine in his blood, so to speak. His father, his 
sister and five other members of his family are disciples of Hippocrates. The author 
of “Simplified Diabetic Diets” was born in Georgia, educated at the University of 
Virginia, and now serves Georgetown University as clinical assistant professor in 
Medicine and director of the Diabetic Clinic. In the latter capacity he also serves 
District of Columbia General Hospital. Dr. Moss, a diplomate of the American 
Board of Internal Medicine, and a fellow of the American College of Physicians, 
is married, lives in Alexandria, Va., and is rearing four sons, some of whom may 
logically be expected to follow in the family medical footsteps. 
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complete healing 
occurred... 


THIS WAS THE SITUATION: 

A 45-year-old woman complained of a 
painful swelling next to the anus, of 

1 week’s duration. This was excised, 
drained and packed with gauze. Cultures 
showed E. coli and M. pyogenes albus. 
Systemic antibacterial therapy and daily sitz 
baths were instituted. Profuse wound 
drainage with fever occurred for 4 
postoperative days (see figure). 


THEN FURACIN THERAPY 

WAS INSTITUTED 

Local Furacin therapy t.i.d. then replaced 
systemic antibacterials. Five days later 

the wound was clean and healing rapidly. 
The patient was discharged for ambulatory 
care (see figure). Complete healing 
occurred without incident. 


WIDE RANGE TOPICAL 
ANTIBACTERIAL THERAPY 


« negligible toxicity for human tissues « effec- 
tive in the presence of pus ¢« minimizes 
malodor of infected lesions « designed for 
external use only 


EATON LABORATORIES 
NORWICH, NEW YORK 


“ FURACIN SOLUBLE DRESSING and 
can, FURACIN SOLUTION contain 
Furacin 0.2% in water-miscible vehicles 
: which dissolve in exudates. 


brand of nitrofurazone, Eaton 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS ...['],PRODUCTS OF EATON RESEARCH 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity of 
authors of letters published in this department will be preserved upon request. 


Who Wants Socialized Medicine? drug products and choosing those he likes best? Personally I 
enjoy talking to the drug representatives. I’ll agree you cannot 
Dear Sir: read all the mail you get but it doesn’t require much time to 
In a recent issue you printed my letter regarding my un- _ drop it in File 13. R. F. Hyatt, Jr., M.D. 
happiness at the mass volume of medical detail literature that 
comes across the doctor’s desk. However, in order to emphasize Monticello, Ark. 
a point, I accuse myself of going too far; I certainly do not 
want any government, not even my own, to control medicine. 
And I accuse you, Mr. Publisher, of printing my letter because Back to Trade Names 
you are really interested in promoting socialized medicine. It 
was not until I read my letter in GP that I realized it could have Dear Mr. Cahal: 
this connotation. Or else you realized that the letter would cer- I was very much interested in your “Memo from the Pub- 
tainly excite readers. I am not interested in either; I would lisher” in the September issue of GP. You might like to know 
just like to see the volume of detail mail decreased, but not if it that several months ago physicians in Queens County, New York 
is going to interfere with the American way of life. were sent a letter over the name of a druggist, said to be the 
Rosert A. HEEBNER, M.D. president of the Retail Druggists Association of the County of 
Queens. 

In this letter, we were urged to use the generic names for 
Sorry, but Dr. Heebner’s shoe doesn’t fit this foot. The opposition drugs with (ARB) after them. Since then I have been doing this, 
of the Publisher to socialized medicine is a matter of public record supposedly to help the pharmacists so that they would not have 
for more than 20 years. We’re glad we and Dr. Heebner agree on to stock multiple brands of the same drug. However, I agree with 
the philosophy of the American way. Others interpreted his letter as you and henceforth will again write tradenames. 
we did. See below.—PUBLISHER NAME WITHHELD ON REQUEST 


Compton, Calif. 


Not This One Jackson Charts the Course 


Dear Sir: Dear Sir: 

I enjoy GP very much and think you are doing an outstand- **Medicine’s Challenge—and Reply” by Dr. Holland T. 
ing work in the medical field. Jackson in the October issue of GP is timely and well organ- 

In your October issue I would like to take exception to the ized. I think it is very proper that this type of article should 
letter from Dr. Heebner of Compton, Calif. I wonder if he be published in our own magazine to stimulate our members 
served in the Army in the field? If so he found that only a very to think of their responsibilities to the welfare of the people 
limited group of drugs were available and he had to treat every- and to the future possibilities of the American Academy of 
thing with aspirin, Elixir Terpene Hydrate, rhinitis tablets and General Practice. 
castor oil. Does he think he really could do a good job for his This presentation outlines the fundamental reasons why the 
Patients with a limited group of drugs produced and controlled Academy of General Practice was organized. It is impelling 
by the government? Why doesn’t he just say he wants socialized from the standpoint that general practitioners, if they are to 
medicine with all of its red tape and restrictions in preference competently take care of 85 per cent of the illnesses which occur 
to free enterprise and the difficulty of screening the available in patients, must constantly continue to improve themselves. 


GP January 1955 


I believe the method of adequate preparation of the general 
practitioner could probably be accomplished better by an organ- 
ized program in association with the granting of hospital priv- 
ileges over a five-year period—while the doctor is engaged in 
active general practice—instead of spending additional years of 
residency in the hospital before he has had a chance to practice. 

Dr. Jackson’s reference to the fact that the good general 
practitioner must interest himself in politics, economics, educa- 
tion, church and community life in general cannot be empha- 
sized too much. Actually I would rather see requirements for 
renewed membership in the American Academy of General 
Practice be based on evidence of active participation on hospital 
staffs, formal refresher courses, and in some phase of community 
life than to have these requirements be increased to two- or 
three-year residencies. 

Dr. Jackson’s text impressed me so much that the foregoing 
suggestions are made with the idea of considering how we 
might continually stimulate our members to fulfill the principles 
expressed in his dissertation. Gerorce H. Lemon, M.D. 


Toledo, Ohio 


Dear Sir: 

I wish to thank you for the publication of the fine article by 
Dr. Holland T. Jackson, of Fort Worth, in your October issue. 
This article well outlines the place of the modern general prac- 
titioner in a modern medical organization. Working out these 
suggestions and directives will take time and close cooperation 
among the various groups in organized medicine. 

It is now time for the general practitioner to take advantage 


of the many postgraduate training courses available and make 
himself the finest doctor in America, and it is time for other 
branches of organized medicine to accept him as one of their 
most important colleagues. 

Dr. Jackson’s article was indeed fine, and should be the basis 
for much work later on. "" E.R. Cox, mp. 


Dallas, Texas 


Must Earn Hospital Privileges 


, Dear Sir: 

In my opinion many G. P. Members wish hospital privileges 
when they are not entitled to same. G. P. Members should do 
more Post graduate work. Too many G. P. members do not 
attend the monthly meetings of G. P. also too many G. P. mem- 
bers fail to keep up hospital records. G. P. members should 
realize that the Administrator of hospital is using a microscope 
on G. P. doctors—so it is up to the G. P. doctors to get real 
good—then the administrator will realize that the G. P. doctor 
is better in many instances than the average diplomate. 

Many specialists are lax and careless. If only the G. P. doctors 
will take their G. P. Membership seriously they will have little 
to complain of. 

I realize that several Administrators are unreasonable and 
play favoritism. I saw one such example last year. 

Still I believe if the G. P. doctors will work and try to live 
up to G. P. principles it will not be long before all hospitals will 
recognize to the fullest extent the G. P. doctors. 
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Just one more thing: I have seen some G. P. doctors trying 
to do big major operations and I knew at the time, the G. P. 
doctor was not prepared. 

He should realize that such an act kicks G. P. doctors down, 
instead of drawing G. P. doctors up. 

R. Spencer Woon, M.D. 
Waco, Texas 
Sic.—PUBLISHER 


lronic Twist 


Dear Sir: 

As a result of a most unfortunate leak to the lay press, an 
address I gave at a closed meeting of the Oregon Academy of 
General Practice in Portland a short time ago became the sub- 
ject of the type of popular press articles that is damaging to 
our public relations. 

Columnist Dorothy Thompson, lifting remarks out of context, 
chose to build around those remarks a damning attack on doc- 
tors. How she received her material I do not know for I was 
promised this would be given to a professional audience without 
any press releases. 

It is ironic that the subject of my address was the poor state 
of our public relations. A discussion of the reasons dealt with 
the deliberate planning of scare releases to newspapers and 
magazines. 

My address pleaded that we correct within our own house 
those errors which have made the public dislike medicine. 

It is true that my address was critical, but it was a plea that 


we not be arrogant and indifferent in dealing with patients; that 
we lessen the number of our profession who give us a black eye 
through trouble with the Treasury Department; that we prac- 
tice medicine as an art rather than as a cold and exact science; 
that we be alert to the public’s needs and desires; and lastly, 
that we stop the squabbles among ourselves that are hurting us 
and take more pride in the title “Doctor.” 

I regret that the lay press has had access to this material, but 
I stand firm as regard to my address. 

Francis T. HopcGes, M.D. 

San Francisco, Calif. 


Touché 


Dear Sir: 

I have read every issue of GP since its beginning and I am 
amazed at the consistent high quality of every department of 
each issue. However, in the September 1954 issue under “Tips 
from Other Journals” the editor might well have omitted the 
utter nonsense of Rives from the American Surgeon (20:583, 
1954). 

I am quoting the following from the tip entitled, ‘Anti- 
biotics in Surgery”: “First is the rise of incidence of the strains 
of organisms resistant to penicillin . . . due in a large part to the 
indiscriminate use of antibiotics ... Moreover, cases of severe 
infections have become so scarce on the teaching wards of hos- 
pitals that medical students and physicians in resident training 
see them rarely. Consequently, if an individual contracts one of 
these grave infections caused by organisms which are insensi- 
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tive to the antibiotics available, and if he is treated by a surgeon 
unfamiliar with such cases, he is worse off than if the antibiotics 
had never been discovered.” 

I realize that the abstracting of the editor plus my own juxta- 
positions of the statements tend to make them more absurd, 
but I submit that if the second half of the statement is true 
(and my 20 years of experience indicates to me that it is) then 
the first half is much too strongly stated; if the first half is true 
then how could the latter conditions exist! 

I too deplore the difficulty in finding teaching cases to illus- 
trate the use of rabbit sera in lobar pneumonia! What training 
can replace emergency intubation in a cyanotic diphtheritic 
child about to breathe his last! What visual aid is there to depict 
what were once recognized as rose spots! As for a plague—I 
really don’t know what to say. So let’s throw out penicillin, 
etc.—let’s bring back garbage and rats and for good measure 
throw in a few Aedes Egypti (I’ve never seen yellow fever). We 
must be well trained. 

Oh come now—what a tip! 

Howarp R. SEIDENSTEIN, M.D. 
New Rochelle, N. Y. 
Touché—Mepicat Eprror 


Bipartisan Medicine? 


Dear Sir: 

Recently there appeared in one of the medical periodicals an 
excerpt from the May 1954 Yale Law Journal which points out 
the danger of the AMA’s power. I know others have been aware 
of this too, and I have often heard doctors discuss the possibility 


of another organization similar to the AMA which would be 
just as recognized insofar as hospitals and county organizations 
go as a requirement for good standing. 

If we have two major national political parties, why not have 
two recognized medical organizations to break up this threat of 
monopoly and power? 

Naturally it probably wouldn’t do for the AAGP to enter the 
field, but I think we could do much to launch another “medical 
party.” M. W. Conway, Jr., M.D. 


Santa Ana, Calif. 


Cumulative Index Endorsement 


Dear Sir: 


I wish to endorse wholeheartedly the establishment of a cumu- 
lative index for GP as suggested by Drs. Northman and Norman. 
I have felt the need for such a service over the years and was 
about to make a similar suggestion. I would not mind at all 
paying a reasonable fee for such service. 

Ernest S. Sears, M.D. 
Houston, Texas 


Dear Sir: 

Although a new subscriber to your excellent journal, I too 
can already see the value of a cumulative cross index and urge 
that its possibility be explored. R. Barnes, M.D. 


The More Hospital 
Eveleth, Minn. 


vulvar itch 


pregnancy moniliasis 


monilial vaginitis 
during pregnancy 

gentia.jel is specific — 93 % 
clinically effective 

gentia.jel is safe — safe for self- 
administration up to the day of 
delivery 

gentia.jel is esthetic — packaged in 
unique single-dose disposable 
applicators ... packages of 12 


the only 
gentian 
violet jelly 
you can prescribe 


Westwood Pharmaceuticals 


Division of Foster-Milburn Co. 


468 DEWITT ST. 
BUFFALO 13, N. 
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Dear Sir: 

May I add my voice to those who would like the GP articles 
indexed. Such excellent articles should be more easily available 
so physicians would not have to waste time leafing through 
many copies. I have all my copies of GP. 

M. C, Hatteck, M.D. 
Worcester, N.Y. 


Dear Sir: 

Since GP is the only publication covering the wide range of 
our practice, I heartily agree with Drs. Frank Northman and 
F, W. Norman that a cumulative index would greatly improve 
the ease of utilization of the growing volumes of GP. I hope it 
isa feasible plan. Wuarp S. BripwELL, M.D. 


Hanford, Calif. 


Entente Cordiale 


Dear Mr. Cahal: 

Now that I am on my way back to England, I would like to 
try to convey to you my very deep appreciation and gratitude 
for all that you and so many members of the American Academy 
of General Practice did to ensure the success of my recent visit 
to the United States. 

Everywhere I went, in Massachusetts, Seattle, San Francisco, 
El Paso, New Orleans, Kansas City, Chicago, Washington, D.C. 
and New York, I was given every facility and every kindness, 
so that I have not only seen and heard much of great medical 
interest but have also made many good friends. 


I carry back greetings from your members to the College of 
General Practitioners in Britain and I shall take care that my 
colleagues there have an opportunity of hearing some details 
about my five happy weeks in your country. 

Wattace GERRARD, M.D. 
Banstead, England 


Privilege for GP, Too 


Dear Sir: 

I wish to extend my appreciation for the honorarium which 
you sent for my article, ‘Hemorrhoids: Their Surgical Con- 
sideration,” which ran in the August issue of GP. This came 
as an extremely pleasant surprise for I had felt privileged to be 
able to have an article of mine published in your journal. 

I should also like to thank you for my complimentary copy. 

Watrer H. Gerwic, Jr., M.D. 
Washington, D. C. 


Valuable Addition 


Dear Sir: 

You are to be congratulated on your excellent magazine. 
Your articles have always proved valuable. 

I would like very much to subscribe to your magazine, GP. 
I’ve been told by a fellow intern that your rate to interns is $5 
for a year’s subscription. Lt/sc H. A. KaurMann 


National Naval Medical Center 
Bethesda, Md. 


THE THYROID AND GOLDS 


**...the conclusion is warranted that hypothyroidism 
...does reduce resistance to colds. In these patients, 
administration of desiccated thyroid is as essential to 
freedom from colds as correction of any of the other 
multiple influences that make people susceptible to 


colds.” 


Cheney, M. C.: GP 10: 32 (July) 1954. 


prepared exclusively from beef thyroid...provides 
_whole gland medication at its best. Supericr uniformity 
assured by chemical assay and biological test. 


Standardized equivalent to Thyroid U.S.P. 
Tablets of %4, 1 and 2 grains. Bottles of 100 and 1000. 


GP January 1955 


A DIVISION OF ARMOUR AND COMPANY 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


1s 
e 
n. 
| 
all 
00 
ge 
| 
; 
| 
25 


Deserves a Salute 


Dear Sir: 

I will rotate to the states soon. Please send GP to my home 
address at 88 East High Street, Mount Gilead, Ohio, until 
further notice. 

I have greatly enjoyed reading GP here in Korea. It has been 
my only strong contact with practice as I knew it briefly before 
going into the Army. I am looking forward to re-entering that 
practice as soon as my turn at active duty is over. 

The letters from some of the doctors in the service published 
in “Yours Truly” have disturbed me a little. Who are we that 
we do not owe our country 24 months of our time as much as 
any other citizen? It is true that it is usually lost time profes- 
sionally and little is learned that is of value in private practice, 
but what of the thonsands of boys who learn only to dig posi- 
tions, cut grass and fire a rifle? 

I have spent nearly 16 months north of the 38th Parallel and 
thank goodness most of it as a battalion sergeant where a general 
practitioner should be taking care of these men. Certainly “sick 
call” is brief and usually a simple routine but a doctor’s re- 
sponsibility to the men extends far beyond taking care of those 
who come to him on sick call. 

The doctor with combat troops who complains because he is 
not busy is like a fireman who complains because there is no 
fire or a soldier who complains because there is no war. 

For those who may be interested, I was 4F in World War II. 
I borrowed my way through medical school and into practice 
and I’m still in debt. I have not yet seen my daughter as she 
was born six months after I went overseas. I am eager to re- 


enter civilian life but my country is worth two years of my life, 
It cost some of my friends all of theirs. 

Davip James Hickson (mc) 
Medical Company 65th Infantry 
APO, San Francisco, Calif. 


Which goes to show (when compared with previous letters pub- 
lished here by Academy bers wearing their country’s uniform) 
that the Army means and does different things to different people. 
Thanks to Dr. Hickson for an interesting and informative letter, 
and—welcome home.—PuBLISHER 


Just a Few Adjustments 


Dear Sir: 

The otherwise excellent article by Frances L. Marold in the 
October, 1954, issue of GP could be improved by the inclusion 
or addition of a few simple points. 

The day book illustration shows no provision for an adjust- 
ment column. An adjustment column will greatly simplify the 
giving of any courtesy discounts or removing dead accounts 
from the bookkeeping files. By use of the daily record enclosed 
any one can make up a monthly balance sheet accurately be- 
cause the total of the charges entered, less the receipts plus any 
adjustment, should exactly equal the accounts outstanding from 
previous business. 

On page 126 a good assignment form is illustrated, but the 
assignment form neglects a minor legal point regarding age and 
mental competency. 

On the opposite page a service slip could be improved by the 


GIVES THE MOTHER 


WHAT THE 
FETUS TAKES 


Pregnancy makes unusual 
demands on the mother. CALFERBEE 
supplies the nutriments known to be 
depleted by the demands of the fetus. 
_ The gastric-resistant coated tablet 
_ not only assures better tolerance, but 
assures maximum absorption 
the contents for extra therar 
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CARROLL DUNHAM SMITH PHARMACAL COMPANY 


addition of services to be scheduled by the receptionist and also 
some simplified code or key for charges made. 

With the minor exceptions mentioned, this type of article 
fills a real need and continued essays of this type should be of 
great benefit to the practitioner and office staff. 

James E. REEVEs, M.D. 


ub- San Diego, Calif. 

“ Aid in Organization 
Dear Sir: 

The Joint Commission on Accreditation of Hospitals has ad- 
yised me to get your publication “Manual on General Practice 
Departments in Hospitals” to help in the setting up of such a 
department in one of our local hospitals. 

the L. L. Triciano, 
ion Johnstown, Pa. 

ust- The requested “Manual” and a digest of other material which 
the will facilitate the organization of a General Practice Department 
ints in a Johnstown hospital are now in Dr. Trigiano’s hands. The 
sed Academy can always be counted on for aid and advice in promoting 
be- better hospital facilities for the nation’s general practitioners. 

any —PUBLISHER 
rom 

Perfect Arrangement 

and Dear Sir: 

I much appreciate your kindness in writing me concerning 

the my recent paper, “Management of Patients with Essential Hy- 


pertension,” which was published in the September issue of 
GP and for the generous honorarium which you enclosed for 
my contribution. 

As I commented to a colleague of mine, the organization and 
readability of the paper was much enhanced by the way in 
which it was set up for final publication. I was delighted with 
the work of your editorial staff in arranging the tables and il- 
lustrations. I feel well repaid for trying to present my subject 
in a fashion that would be clear and authoritative as a reference 
guide for practitioners. Wu A, JEFFERS, M.D. 


University Hospital 
Philadelphia, Pa. 


A “Manual” Mistake 


Dear Sir: 

Thank you for sending a copy of the letter from Dr. Felix 
Marti-Ibanez with his kind remarks concerning my review of 
Antibiotics Annual 1953-1954. 

It is interesting to note that I had a nice note from Perrin H. 
Long, M.D., who has an article in this book, and another from 
Mr. E. A. Gardner, vice president of the R. J. Strasenburg 
Company, a leading pharmaceutical and medical equipment 
supply company in this area. 

Incidentally, there was a printer’s error in my review which 
appeared incorrectly in GP as Antibiotics Manual rather than 
Antibiotics Annual. Fioyp C, Bratt, M.D. 


Rochester, N. Y. 


were observed . . . no complaints 
of nausea, vomiting, cramps, dis- 
tension, or tenesmus.. 


CAROID AND BILE SALTS Tablets are specifically 
indicated in biliary dyspepsia and constipation. 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 

i *Cass, L. J., and Frederik, W. S.: Ann. New York Acad. Se. 58:455 (July 15) 1954. 
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ALL YOURS 
with a General Electric 


Electrocardiograph 


1. Recording is faster, much simpler 


With the Cardioscribe, there’s no more fussing with electrodes 
during lead taking. Exclusive chest lead selector switch makes the 
difference. Once patient electrodes are in place, you can take leads 
1, 2, 3, aVR, aVL, aVF — as well as the 1 to 6 positions at V, CR, 
CL and CF merely by turning switches. 


2. Paper loading is easier, 
more accurate 


You'll welcome the advantages 
built into General Electric's 
new paper drive. Extremely 
accurate, it lets you load in the 
open ...in seconds! No fum- 
bling inside the case . . . noth- 
ing to disassemble. Just flip 
open the hinged door, pull out 
the paper drive, load, and snap 
back into place. 


3. Cabinet offers extra convenience, safety 


Here’s truly functional design! The Cardioscribe is a flat, 
easily handled package. Control covers open wide at a touch 
. » . no clumsy catches or locks! No groping for controls! 
Every dial easily accessible. Its leather handle is attached to 
the main case. When carried, weight is close to your body 
... just like an overnight bag. 


Another distinct Cardioscribe advantage: famous Gen- 
eral Electric service from over 70 district and local 
offices. For full details on the DWB Cardioscribe, see 
your G-E representative or write X-Ray Department, 
General Electric Company, Milwaukee 1, Wisconsin, 
for Pub. N15. 
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For every patient 
with clearcut menopausal 
symptoms such as hot flushes, 
there’s another patient with symptoms less clearly defined 
yet just as distressing . . . headaches, 
insomnia, mental and physical fatigue. 
Her symptoms may also be indicative of declining ovarian function, and occur 
several years before, and even long after, menstruation ceases. 


This patient, too, may be expected to benefit from “Premarin” therapy. 


PREMARIN: is a complete equine estrogen-complex. 


It not only produces prompt symptomatic relief, but also imparts 
a distinctive *‘sense of well-being” 
highly gratifying to the patient. It is tasteless and odorless. 
“Premarin,” estrogenic substances (water-soluble), 
also known as conjugated estrogens 
(equine), is supplied in tablet 
and liquid form. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Karl B. Pace, M.D. General Practitioner of the Year 

A MAN of hope and faith, Dr. Karl B. Pace of Greenville, N.C., typified the General 
Practitioner in 1954 for the AMA at its pre-Christmas Interim session in Miami, Fla. 
For the fifth consecutive year, the AMA has selected an AAGP member—the 1954 
honoree, aged 66, having been in the Academy since 1948. During a span of 40 years 
Dr. Pace has worked in so many ways for his fellow citizens that he has been called “‘the 
most golden asset of his community.” A man of “firsts,”” he was on the committee to re- 
organize the medical college at the University of North Carolina which led to creation of 
a full four-year medical school for the state. After receiving his M.D. in 1914 from 
Jefferson Medical College, Philadelphia, and taking internships in New York state, he 
returned to the Tar Heel state to practice. 


Oveta Culp Hobby Presents Administration Plans 

ADMINISTRATION plans for health legislation in the 84th Congress were spelled out before 
the American Medical Association House of Delegates meeting in Miami last month by 
the suave and beauteous Secretary of Health, Education and Welfare, Oveta Culp Hobby. 
The 1954 bill, killed on the House floor, authorized a $25 million appropriation for a 
starter whereas the new version reportedly will be a $100 million package. President 
Eisenhower and Secretary Hobby have both expressed disappointment at the rebuff 
given the administration’s health insurance proposal, and in pre-election pledges prom- 
ised to make this one of the key objectives in the next session of Congress. The ex- 
colonel who directed the WAC during the war says the administration is backing 
reinsurance because “. . . time is running against those who seek tokeep health insurance 
on a voluntary basis.” Petticoats in the Cabinet aren’t common—Mrs. Hobby is the 
second in the nation’s history. She also has the additional distinction of being a Demo- 
crat in a Republican Administration. Her husband, a former governor of Texas, is 
publisher of the Houston Post. 


Alton Ochsner, M.D. Likens Cigarettes to the H-bomb 
Just as the tobacco stocks began a slow revival on exchange listings, some ardent scien- 
tists gave them a kick in the teeth. When the indictor is Dr. Alton Ochsner of the well- 
known Ochsner Clinic, New Orleans, and a former president of American Cancer 
Society, the public is bound to listen. Ochsner’s new book, Smoking and Cancer, warns 
Tobacco is a loaded, often lethal weapon, and time pulls the trigger.” Furthermore. 
Dr. Ochsner claims that as your cigarette burns, more than 200 chemical substances 
disappear and many of them vanish down your throat. “It’s something like puffing on 
a small H-bomb,” are the discomforting words of this man who, since 1940, has repeat- 
edly warned against the deadly association between smoking and cancer. Dr. Ochsner 
was the first to assert a cause-and-effect relationship between the consumption of 
cigarettes and the increased incidence of lung carcinoma. 
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Paul de Kruif, Ph.D. 


Medicine’s Ex-Bad Boy 

Paut DE Kruir, medicine’s béte noire of a decade ago, 
isnow doing penance by public admittance of the most 
notable blunder of his writing career—endorsement of 
the Kaiser-Permanente closed panel health insurance 
plan some 12 years ago. The completeness of his con- 
version is revealed in his latest article, ‘‘Family Doctor : 
Model 1955,” which appears in this issue (page 127) 
and which will be condensed in next month’s Reader’s 
Digest. Though 64 years old, Dr. de Kruif still writes of 
medical discoveries with boyish enthusiasm. His vol- 
canic personality and powerful build come from Dutch 
ancestors ; his ruddy outdoor look comes from years of 
swimming in the icy waters of Lake Michigan and 
tramping the dunes on its eastern shore near his home, 
“Wake Robin.” Twelve years ago de Kruif wrote in 
Reader’s Digest about the wonders of the Kaiser-Per- 
manente Plan. Today he recognizes that Kaiser medi- 
cine is a form of private totalitarianism, which by its 
cold production-line methods destroys the bond of 
affection between doctors and patients that is essential 
to good medicine. With a Ph.D. in bacteriology from 
the University of Michigan, de Kruif has had a mingled 
life of teaching, research and writing. He began his 
colorful career in literature by collaborating with Sin- 
cair Lewis on Arrowsmith. From there he went on to 
lurh out an impressive list of books such as Hunger 
Fighters, Seven Iron Men, Men Against Death and 
Microbe Hunters. The last is undoubtedly his best 
known work. Many of his shorter articles have been 
published in Reader’s Digest and other popular maga- 
unes. He currently is at work on a new book about the 
humanistic side of medical practice in which the family 
doctor is portrayed as—The New Man of Medicine. Dr. 
de Kruif has two sons, both physicians. One recently 
jomed the American Academy of General Practice. 
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ON THE CALENDAR 


Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, will appear here monthly. 


Jan. 7—9. Southwestern Medical School of the University of 
Texas, postgraduate course on surgical cardiac 
disease, Dallas, Tex. 

Jan. 10-15. Army Medical Service, course on the medi- 
cal care of atomic casualties, Walter Reed Army 
Medical Center, Washington, D. C. 

Jan. 13-14. University of North Carolina School of Medi- 
cine, program on industrial health, Chapel Hill. 

Jan. 17-22. University of Colorado Medical Center, post- 
graduate course entitled “General Practice Re- 
view,” Denver. 

Jan. 18, 25. Stamford (Connecticut) chapter, postgraduate 

in gastroenterology, Stamford Hospital Audi- 
torium, Stamford, Conn. 

Jan. 19-20. Alabama chapter, Sixth Annual Meeting, 
Medical College of Alabama, Birmingham. 

Jan. 20. lowa chapter, special meeting, program to be 
presented by the staff of lowa Methodist Hospital, 
Des Moines. 

Jan. 23. Southwestern Ohio Society of General Physicians 
and University of Cincinnati College of Medicine, 
seminar on “The Problem Drinker,” Cincinnati. 

Jan. 31—-Feb. 11. U.S. Department of Health, Education, 
and Welfare, refresher course, Venereal Disease 
Research Laboratory, Chamblee, Ga. 

Feb. 2. Michael Reese Hospital, course in electrocardio- 
graphic interpretation, Chicago. 

Feb. 2, 9, 16, 23. University of California School of Medi- 
cine, series in Industrial Medicine problems, Los 
Angeles. 

Feb. 9-10. University of Buffalo School of Medicine, 
course in cardiovascular disease, Buffalo, N. Y. 

Feb. 10-11. Kansas University Medical Center, heart 
conference, Kansas City, Kan. 

Feb. 11-25. Pan-American Academy of General Practice, 
Sixth Congress, held jointly with Pan-American 
Association of Medical Specialties and Latin- 
American Congress of Physical Medicine, Lima, 
Peru. 

March 2-3. University of Buffalo School of Medicine, 
course in allergy, Buffalo, N. Y. 

March 8-10. University of North Carolina School of Med- 
icine, annual postgraduate course in General 
Medicine and Surgery, Chapel Hill. 

March 14-17. Dallas Southern Clinical Society, annual 
spring conference, presented by Southwestern 
Medical School of the University of Texas, Dallas. 

March 16-19. University of Colorado, postgraduate 
course in Medical Technology, Denver. 

March 23-24. National Health Council, 35th annual 
meeting, New York City. 

March 27. Southwestern Ohio Society of General Physi- 
cians and University of Cincinnati College of Medi- 
cine, seminar on “The Doctor, the Coroner and the 
Law,” Cincinnati. 

March 28-31. American Academy of General Practice, 

Seventh Annual Scientific Assembly, Shrine Civic 

Auditorium, Los Angeles, Calif. 
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an dermatologic conditions... 
two new and potent corticoid preparations 


florinet 


(SQUIBB FLUOROWYDROCORTISONE ACETATE) 


sa Florinef 0.2 per cent 

Condit after 

one week using ’ is therapeutically 
0.2 per cent p. “ equivalent to 2.5 per 


Florinef Ointment cent hydrocortisone. 
on the left leg 
and0.2 percent § Florinef 0.1 per cent 


equivalent to 1.0 per 


Plastibase, the 
vehicle in Florinef 
Ointment, enhances 
therapeutic response. 


Florinef Ointment, 0.1 
and 0.2 per cent, 

is supplied in 5 and 20 
gram collapsible tubes. 
Florinef Lotion, 0.1 
and 0.2 per cent, 

is available in 15 ce. 
plastic squeeze bottles. 


SQUIBB a name you can Trust 


“FLORINEF® AND “PLASTIBASE’ ARE SQUIBB TRADEMARKS 


Volume XI, Number! 


j 

| i”. 

* 

pi 

= 
= 
0 
a 
h 

= ~ 

36 


Step This Way, Please 


Ir HAS BECOME POPULAR to say that “preventive medi- 
cine” is another name for “total medicine” or “‘con- 
structive medicine.” In some places, even the term 
“social medicine” has been used—not a happy choice 
in the United States because of the likelihood of con- 
fusion with “socialized medicine.” 

All the synonyms for preventive medicine intend to 
convey the philosophy of a larger consideration of the 
health (and ills) of an individual. Thus, physicians are 
reminded that epidemiologic principles can be applied 
to the everyday practice of medicine. 

For example, a patient having an upper respiratory 
infection is not just a “case of common cold.” He is a 
whole person having a body (at the moment assailed 
by a virus), a mind and a soul. He is beset by a variety 
of influences—some shared with his fellow men, others 
peculiar to himself and his own environment. Some of 
these influences are for his good (in the sense of total 
health) and others tend to make him sick (or less 
healthy). 

In order to give this philosophy a practical turn, 
physicians are further reminded that preventive medi- 
cine is practiced at five levels, as shown in the following 


diagram. 


Rehabilitation 


Disability limitation 


Early diagnosis and prompt treatment 


Specific protection 


Health promotion 
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Editorials 


Generally speaking, family physicians are practicing 
quite well at the fourth level (disability limitation). 
This is evident every time they bring their art and 
science of therapy to bear upon the problem of a pa- 
tient’s present illness. They are gaining respect for the 
fifth level (rehabilitation) thanks to their enthusiasm 
for the work of people like Howard Rusk. For expec- 
tant mothers, infants and young children, practicing 
physicians are also doing a good job with health pro- 
motion, specific protection and early diagnosis and 
prompt treatment. But in some ways, they are neg- 
lecting their other patients at these important basic 
levels. 

This is somewhat surprising because a strategy is at 
hand for good preventive medicine at these levels. 
That strategy—the periodic health check-up. This 
type of examination affords an excellent opportunity 
for counseling and for otherwise fulfilling basic needs 
for health promotion. In the way of specific protection, 
the examination can include immunizations and con- 
sideration of such things as occupational hazards and 
accident prevention. Its service is obvious at the level 
of diagnosis and treatment. 

Yet, a good many family physicians are not using 
the periodic check-up to the full advantage of their 
patients. They haven’t a standard method for the 
procedure, they fail to issue reminders when check- 
ups are due and, by their attitudes, they often leave 
the examined patient with the impression that the 
check-up is a waste of time and money. 

As an excuse for not using check-ups effectively, 
some physicians will say that they are too busy. The 
daily round of caring for the sick leaves too little time 
for appraisal of those who are supposed to be in good 
health. This excuse goes lame when it is recognized 
that these physicians have given little thought to find- 
ing the time—finding it by streamlining the check-up 
and by making more liberal use of paramedical per- 
sonnel. 

This and other excuses leave the impression that 
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the periodic health check-up gets more lip service than 
anything else. That impression is reinforced when the 
answers are sought to these two questions: 

How many physicians themselves obtain periodic 
check-ups? 

How many physicians have even fully adopted the 
sound advice that every physician’s family should have 
a family physician? 

As long as doctors have not accepted the strategy 
of constructive medical care for themselves and their 
families, it is not surprising that they do not use it for 
their patients. The first step toward the goals of pre- 
ventive medicine therefore seems easy enough. It’s the 
old story—practice what you preach. Step this way. 
please! 


Now Read This! 


In Tus issue of GP, Dr. Harry F. Dowling writes of 
the ills of physicians. When his article was submitted, 
it seemed naturally to deserve editorial comment, par- 
ticularly regarding the section, ‘Plans for Prevention.” 
At the very beginning that section strongly supports 
the Academy program for ‘‘a family physician for every 
physician’s family.” And from first to last it is a wise 
physician’s advice to his friends and colleagues. 

So, an editorial of a sort was written. Soon after- 
ward it was discarded, because obviously it was a weak 
image of the strong original. There remains only one 
course—a pleasant one at that. You are urged to read 
as thoughtfully and carefully as Dr. Dowling wrote 
them, his suggestions for the preservation of your 
health. They’re on page 169. 


The Price of Success 


IN THESE days, as in all times of recorded history, the 
successful man is rewarded with an increase in oppor- 
tunities to be successful. Nowhere is this demonstrated 
better than in Medicine. The successful practitioner 
acquires an ever-enlarging practice. The doctor who 
has a flair for medical society and similar organiza- 
tional activities is quickly permitted to display his 
talent in new committee work or is persuaded to in- 
crease his list of memberships. The successful teacher 
is deluged with invitations to lecture and to assume 
leadership in educational organizations. 

But these rewards are certainly not unmitigated 
blessings. They carry automatic penalties that some- 
times are visited upon the successful man with explo- 
sive force. The practitioner finds that he has time for 
nothing but seeing patients—and not enough time for 
doing that the way he’d like. Civic duties, personal 
education and family life are sacrificed to success. The 
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man who makes a good committee chairman finds that 
his efficiency is being dissipated in the countless rami- 
fications of social and political medical reform. He be- 
gins to lose his effectiveness and is ready to agree with 
the cynical definition of a committee as “‘a group of the 
unfit selected by the unwilling to undertake the un- 
necessary.” And as Dr. Carl V. Moore described the 
circumstances in his presidential address to the Amer- 
ican Society for Clinical Investigation, the good teacher 
loses his free time in an interminable round of speeches, 
conferences and committee meetings. He becomes pre- 
occupied with too much talk and too little work. His 
condition, as Moore said, is like that of the maid who 
quit her job with a wealthy family “because there was 
too much switchin’ of the dishes for the fewness of the 
food.” 

This sickness of success is truly a major disease and 
a difficult one to prevent or treat. Physicians who are 
interested in the rhythmicity or cyclic qualities of dis- 
eases might argue that success must end in failure for 
the rhythm to be perfect or the cycle to be completed. 
This is a harsh thought—that the price of success is 
inevitably loss of the efficiency and effectiveness that 
have created that success. 

Surely a remedy exists. Perhaps it is partly with 
those who place new demands upon the successful man 
—a willingness to let him ascend in a straight trajec- 
tory rather than in a spiral. The total mileage of his 
flight may be no greater, but he will travel farther. As 
Moore intimated, some part of the remedy can come 
with a change of a sense of values. This would require 
appreciation of the fact that other dogs in a team have 
their uses; the lead dog need not do all the pulling. 

But most of all, preservation of those qualities that 
make for success would seem to depend upon a reorien- 
tation of their possessor. This thought is implicit in a 
statement from How to Increase Executive Effectiveness 
(Harvard University Press) where, in writing of pre- 
mature casualties among executives, it is stated: ‘The 
‘rat-race’ is killing a lot of irreplaceable rats—which is 
exactly what one would expect if rats are encouraged 
to indulge in long-distance racing without adequate 
examination before they start or any satisfactory scheme 
of training.” 

So the successful man—physician or business exec- 
utive—needs to be taught early in his career that his 
energies are limited, that his total productivity will be 
directly proportional to the efficiency with which he 
uses them, and that all his life he will be under pressure 
from others to use his powers in futile and unnecessary 
meanderings. Having learned about his limitations, 
next comes the harder lesson—how to say “no,” with 
the understanding that this is an easier price to pay for 
success. 
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Belladonna Drugs in Pyloric Obstruction 

NOTHING’S SACRED IN MEDICINE—least of all ideas about 
indications for giving drugs. The latest time-honored 
remedy to be dishonored is belladonna for benign 
pyloric obstruction. 

For years it has been taught that belladonna alka- 
loids are valuable in the treatment of peptic ulcer com- 
plicated by pyloric obstruction. It is known that 
various factors may contribute to gastric retention in 


scar tissue, edema of the mucous membrane and py- 
loric or antral spasm. To the extent that the retention 
isdue to spasm, it has seemed plausible that belladonna 
would be helpful by relaxing the spasm. 

According to Kramer, writing in the New England 
Journal of Medicine for October 7, 1954, ‘This chain 
of reasoning, however, ignores the fact that the size of 
the pyloric outlet is only one determinant affecting 
gastric evacuation.” Another important factor is the 
expulsive power of the stomach, depending mainly 
upon gastric tone and peristalsis. 

It is known that belladonna alkaloids inhibit the 
motor power of the stomach. Therefore, Kramer won- 
dered if this adverse effect of the drugs on gastric 
emptying might not outweigh the advantage theo- 
retically to be expected from their relaxing influence 
on pyloric spasm. In order to investigate the problem, 
he studied the rate of gastric evacuation roentgeno- 
logically before and after belladonna drugs had been 
given in various groups of patients. 

It was found that clinical doses of atropine, tincture 
of belladonna or Bellafoline “delayed gastric emptying 
inthe majority (of subjects) and produced a significant 
gastric retention in some.” This result was most ap- 
parent in patients having partial pyloric obstruction. 
In some of these, the partial obstruction, for practical 
purposes, became complete. 

Kramer rightly used this investigation as an excuse 
for a warning against indiscriminate use of anticholin- 
geric drugs in cases of benign pyloric obstruction. He 
did not close the door on them completely. Thus, he 
wrote, “I have noted, as many others have, that pa- 
ents with chronic duodenal ulcer and partial pyloric 
obstruction often respond favorably to an ulcer regi- 
men that incorporates antispasmodic drugs.” He went 
on to advocate that if such drugs are used, the physi- 
can should be alert for signs of increasing gastric re- 
ention—should stop the drugs if those signs appear. 

Although some patients get better of their partial 
pyloric obstruction while on “‘an ulcer regimen that 
incorporates antispasmodic drugs,” this fact is hardly 
i argument for continuing to use such drugs in these 
cases. In view of Kramer’s observations, it seems more 
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such cases, including contraction of the pylorus by’ 


plausible to say that some patients get better on an 
ulcer regimen in spite of the fact that it includes anti- 
spasmodic drugs. To many the question will seem 
pertinent: why use these drugs at all in cases of benign 
pyloric obstruction? 


Uncle Wilfred and Sermons 


Uncie Wirrrep doesn’t get to church much any more. 
For one thing, he’s not sure he likes the kind of 
sermons they have nowadays. He’s stronger for 
preaching by chapter and verse right from the Bible. 
It seems the last time he went to church, the minister 
talked about psychiatry. For some reason Uncle 
Wilfred resented the minister’s idea that psychiatrists 
and ministers are pretty much alike—doctors of 
conscience and concussion. 


E. Coli Bacteremia and Shock 


REPORTS OF BACTEREMIA owing to Escherichia coli are 
not numerous although this is the commonest of the 
gram-negative bacilli to invade the blood stream. Re- 
cently, Spittel and associates reviewed 65 cases of this 
type, in Proceedings of the Staff Meetings of the Mayo 
Clinic. They noted that the organism adopts various 
portals—urinary tract, biliary tract, gastrointestinal 
tract—often gains entry as a consequence of some 
operative manipulation. 

Invasion of the blood stream by E. coli causes several 
types of clinical picture. Sometimes the patient is 
asymptomatic as far as the bacteremia is concerned. 
Other times, the patient looks “toxic,” hot, dry, 
flushed and rather animated, but gives no impression 
of being gravely ill. Finally, however, the onset of the 
bacteremia may be marked by a severe shock-like state 
that fully warns those observing the patient that he is 
indeed critically ill. 

Somehow, shock seems out of place in connection 
with an infection by the lowly colon bacillus. There are 
other kinds of infection in which shock seems quite a 
natural accompaniment, though perhaps not explicable 
in basic chemical or physiologic terms. For example, 
shock seems a logical expectation when meningococcic 
infection causes adrenal hemorrhages or when a strep- 
tococcus or other infection causes extensive myocard- 
itis. In addition, when an infectious disease goes badly 
and the patient is in a terminal stage, shock seems un- 
derstandable in terms once suggested by Stead— 
“*generalized interference with cell metabolism.” But 
when a patient having a urinary tract infection sud- 
denly goes into shock because E. coli has invaded the 
blood stream, the development seems as illogical as it is 
surprising. Here is an organism humans have with them 
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all the time; why should some tolerate it so poorly? 

There is another way in which E. coli organisms and 
shock seem to have an affinity. Jacob Fine has shown 
that “irreversibility” of shock due to loss of blood vol- 
ume in experimental animals is probably related to 
bacterial infection. He presents an explanation that 
can be diagramed like this: 


» Reduction of 
Antibacterial Defense 


Bacterial Infection 


A good deal of Fine’s work implies that E. coli is 
among the organisms responsible for making experi- 
mental traumatic shock irreversible. Moreover, it is 
quite reasonable to suppose that his ideas about this 
kind of shock are applicable to humans. If so, the story 
of shock and the colon bacillus has come full circle— 
E. coli infection can be both the beginning and the end. 


Reduce the “‘Irreducible” 


SOON AFTER PENICILLIN came into use, the death rate 
from subacute bacterial endocarditis dropped to about 
30 per cent. This was a vast improvement over previous 
results. Indeed, in the days before sulfonamides, the 
death rate was said to be 99 per cent, and it seemed 
impossible to find a clinician who had personally ob- 
served the recovery of the one patient in a hundred. 
With sulfonamides there was a little improvement— 
perhaps 5 to 10 per cent—but it took penicillin to 
make a real difference in the outcome of the disease. 

During the past eight or nine years, two things have 
been happening. First, drug after drug has been added 
to the list of valuable antibiotics. With each new one 
came the expectation of further improvement in the 
prognosis for bacterial endocarditis. And in part at 
least, the impression might have been obtained that 
each antibiotic has made its contribution. Hardly a 
month passes without publication of reports about the 
good results (or poor) with this antibiotic (or that) in 
cases of endocarditis due to bacteria that were “‘re- 
sistant” to penicillin. Seemingly each drug must have 
made some difference in the total mortality. 

Second, the thought has been growing and spread- 
ing that the bacterial pattern of subacute bacterial en- 
docarditis has changed. This is a natural consequence 
of the many reports of cases in which penicillin was 
first tried and found wanting, or in which unusual or- 
ganisms were discovered. By their very abundance, 
such reports would give the impression that strepto- 
coccal endocarditis is becoming less prevalent while 
other bacterial varieties are becoming more prevalent. 
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As a corollary, the usefulness of pencillin must be de- 
clining in favor of newer chemotherapeutic agents. 

When tricked by preoccupation with the unusual, 
the mind easily loses sight of the commonplace. So it 
is that a closer look at experiences with subacute bac- 
terial endocarditis changes some of these impressions, 
For example, in the Annals of Internal Medicine for 
September, 1954, Bunn and Cook reported on 48 con- 
secutive cases of endocarditis observed during the 
years 1948-52. The Streptococcus viridans was still 
the organism usually responsible for the infection. 
Penicillin, alone or in combination with streptomycin 
remained the drug of choice under almost all circum- 
stances. And 15 of the 48 patients died—a mortality 
rate of about 30 per cent! This result, in terms of 
mortality, is not unique. Penicillin has been available 
since 1945. A number of new antibiotics are in the 
list. Still the outlook for recovery from endocarditis 
hasn’t changed very much since the early days of the 
miracle drugs. This poses a worrisome question: Is 
30 per cent an irreducible minimum ? 

Bunn and Cook carefully considered this question 
in the light of their own experience. Of the 15 deaths 
in their series, 11 seemed clearly not preventable. 
They were the result of mechanical changes in circula- 
tion, acute vascular accidents or uncontrollable con- 
gestive heart failure. More hopefully, the other four 
deaths might have been preventable. Three of them 
were patients who received inadequate antimicrobial 
therapy. The fourth was a patient whose endocarditis 
was caused by organisms completely resistant to all 
antibiotics then in use. 

It must be concluded that 30 per cent is by no means 
irreducible. Adequate treatment surely will salvage 
patients who might otherwise go into the list of deaths 
resulting from inadequate treatment. Earlier diagnosis 
and prompt treatment may even make a difference in 
the other list—the deaths that are seemingly not pre- 
ventable. Of course, this calls for alertness and some 
sharpening of diagnostic wits in all physicians. 

There is one other approach—prevention. Probably 
something can be done in this regard if physicians uni- 
versally will adopt the practice of giving penicillin (or 
another agent) prophylactically to any cardiac patient 
who is to undergo a dental extraction, catheterization, 
retrograde urographic study or any other manipulative 
procedure, either medical or dental. As Bunn and 
Cook remarked, “The dose and the duration of this 
protection need not be excessive, e.g., two daily doses 
of 300,000 units of procaine penicillin on the day of 
and the day after the trauma are generally sufficient.” 
Obviously, this practice will not affect the prevailing 
"30 per cent ” but it is expected to reduce the number 
of cases of endocarditis. 
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“Good-Risk” Myocardial Infarction 


Most PHYSICIANS are thoroughly familiar with Russek’s 
idea that anticoagulant therapy should be employed 
slectively, not universally, in cases of acute myo- 
cardial infarction. Thus, he has advocated that anti- 
coagulants be given only to “poor-risk” patients— 
patients manifesting one or more of the following 
signs: (1) previous myocardial infarction, (2) intract- 
able pain, (3) extreme degree or persistence of shock, 
(4) significant cardiac enlargement, (5) gallop rhythm, 
(6) congestive heart failure, (7) auricular fibrillation or 
flutter, ventricular tachycardia or intraventricular 
block, (8) diabetic acidosis, marked obesity, previous 
pulmonary embolism, varicosities in the lower extremi- 
ties, thrombophlebitis (past or present) and poly- 
cythemia or other states predisposing to thrombosis. 

Russek’s policy has been accepted enthusiastically 
by some cardiologists—severely critized by others. 
One of the grounds for criticism was that Russek 
evolved his policy from data that were obtained retro- 
spectively by analysis of hospital records—that classi- 
fication of patients as ‘good risk” or “‘poor risk” could 
not be so easily done at the onset of an attack of myo- 
cardial infarction. 


Ge 


Start the New Year Right 


A MEDICAL-JOURNAL EDITOR once said in private (but 
not privileged) conversation, “Nobody reads a medical 
editorial except other editors and the people who react 
to the first paragraph by feeling, ‘Me too!’ or ‘Damned 
if that’s so!” ” 


This is a “me-too” editorial for all Academy mem- 
bers. 

Just 12 months ago, these columns contained an 
tditorial—*So Help Me, Hippocrates”—that rambled 
on about physicians’ New Year’s resolutions. Several 
thousand readers said ‘Me too!” to the idea that doc- 
lors need a resolution that fools the ego—makes it 
think they’re doing something noble and good for 
them, even if it is something pleasant that they’ve 
wanted to do all along. For all those former me-tooers 
and for others who missed the first chance), it seems 
only fair to provide the opportunity to start this New 
Year right. 

So, this month, along with our best wishes for a 
Happy, Healthy New Year, we send you the doctor- 
proof New Year’s resolution: 
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In answer to criticisms, Russek and Zohman have 
reported on 122 patients who were classified as “good 
risk”’ on the day of hospitalization. These patients then 
were treated by conservative measures, without anti- 
coagulant therapy. Six of the patients (4.9 per cent) 
died during the period of hospitalization—three of 
them during the first 48 hours, a period when anti- 
coagulant therapy could not have been expected to 
exert any influence. Two others died of cardiac rupture 
—a complication that would not have been prevented 
by anticoagulants. In the sixth death, recurrent myo- 
cardial infarction or thromboembolism could not be 
excluded (nor was it confirmed), so this death was 
classified as theoretically preventable by anticoagulant 
therapy. 

Thus the “preventable mortality” for 122 cases was 
0.8 per cent. Among the survivors were four patients 
who experienced thromboembolic complications (3.3 
per cent)—all so mild that uneventful recovery ensued 
without alteration of therapy. 

This latest experience of Russek’s seems to give full 
answer to the critics of his policy. Certainly this is 
good news for clinicians, most of whom strongly prefer 
to avoid the encumbrances of anticoagulant therapy 
whenever it seems safe to do so. 


Resolved, that I, Dr. ; will attend 
the 1955 Scientific Assembly of the American Academy of 
General Practice in Los Angeles, March 28-31, and that 
wth these words I will instantly take steps to implement 
this resolution, as follows: 

1. Make appropriate marks on calendar. 

2. Instruct secretary to obtain hotel and transportation 
reservations. 

3. Instruct secretary to assist me in impressing all pa- 
tients with the fact that their welfare and mine depend 
upon my being in Los Angeles in March, 1955. 

4. Arrange for substitute in practice. 


So help me, Hippocrates. 
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PERNICIOUS ANEMIA, as it is encountered in present-day 
practice, rarely conforms to the descriptions found in 
textbooks. As a result, the diagnosis is sometimes diffi- 
cult to establish. There is no chronic disease which is 
more easily or more satisfactorily treated, but early 
recognition and adequate therapy are essential if the 
patient is to be protected against permanent crippling 
disability. Recent scientific developments have gone a 
long way toward clarifying the nature and etiology of 
pernicious anemia, but paradoxically have led to an era 
of delayed diagnosis and improper treatment. 


Characteristics of the Disorder 


Pernicious anemia is no longer pernicious nor is it 
primarily a blood disorder. The manifestations of the 
disease are attributable to deficiency of vitamin B12, the 
result of inadequate absorption of the vitamin from the 
gastrointestinal tract. The basic lesion is found in the 
stomach, which has undergone an atrophic change and 
ils to secrete hydrochloric acid and the gastric en- 
tymes. ‘Intrinsic factor,” a component of normal gas- 
trie secretion, is not produced by the stomach of the 
patient with pernicious anemia. As yet unidentified, 
“intrinsic factor” is required for the absorption of op- 
timal amounts of vitamin By. In its absence vitamin 


Bi: is inadequately absorbed even though ingested in 
usual amounts. 
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Pernicious anemia results from a deficiency of vitamin By». 
It is characterized by hematologic, gastrointestinal 

and neurologic manifestations. Unfortunately 

these manifestations often lead physicians empirically to prescribe 
multivitamin preparations, and when these contain folic acid, 

| some of the symptoms disappear. However the neurologic disorder 
is not influenced and may progress to a crippling effect. 

| Paradoxically, developments that have clarified 

| the mechanisms of pernicious anemia have led 

| to delayed diagnosis and improper treatment. 


Pitfalls in the Diagnosis of Pernicious Anemia 


BY C. LOCKARD CONLEY, M.D. 
Johns Hopkins University and Hospital, Baltimore, Maryland 


Vitamin Bj: deficiency leads to a generalized physio- 
logic disturbance, but three organ systems are pre- 
dominantly involved: 

1. The alimentary canal is affected. There may be 
soreness of the tongue, sometimes with papillary atro- 
phy. Nausea and vomiting are sometimes pronounced, 
and diarrhea may occur. All of these symptoms subside 
within a few days after parenteral administration of 
vitamin By», indicating that they are manifestations of 
the deficiency state. 

2. Bone marrow function is disturbed. The “‘mega- 
loblastic”’ alteration of the marrow is associated with 
anemia, leukopenia and thrombocytopenia. The red 
cells are larger than normal and often show other ab- 
normalities. Following injection of vitamin Bis, the 
blood pattern usually returns to normal within a 
month. 

3. The nervous system is involved in an important | 
way. Subacute combined degeneration of the spinal 
cord is a manifestation of vitamin B,2 deficiency. There 
may be progressive numbness and tingling of the hands 
and feet, clumsiness of the hands, ataxia, sensory loss 
particularly for vibration, and later spasticity and com- 
plete incapacity. Therapy with vitamin By: may lead to 
improvement of the neurologic disease, but some mani- 
festations are often irreversible. 

There is no regular relationship between the times 
of appearance of the alimentary, hematologic and neu- 
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rologic manifestations. Some patients develop soreness 
of the tongue long before the blood becomes abnormal. 
Others have symptoms of anemia in the absence of ali- 
mentary or neural complaints. Still other patients de- 
velop the neurologic disorder at a time when the blood 
and bone marrow are entirely normal. Any combina- 
tion of these manifestations may occur. 

Administration of vitamin By, which is now known 
to be the active component of liver extract, does not 
restore the function of the stomach. The absorption 
defect persists, and it is therefore necessary to con- 
tinue treatment throughout the life of the patient. As 
a result of adequate treatment, most patients regain 
normal health, the blood and bone marrow are normal, 
alimentary symptoms are absent, and neurologic mani- 
festations do not develop. 

During remission, the diagnosis of pernicious ane- 
mia is virtually impossible. If therapy is withheld, re- 
lapse will occur, but it is not unusual for remission to 
be maintained for a year or two after all treatment has 
been discontinued. 

The absorption defect in pernicious anemia is read- 
ily circumvented by parenteral administration of the 
vitamin. Amazingly small amounts suffice. An injection 
of 50 micrograms of vitamin Bi», given once each six 
weeks, provides adequate maintenance therapy. 


Pitfalls in Diagnosis 


The general availability and injudicious use of liver 
preparations, vitamin By: and folic acid have led to a 
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high incidence of incorrect diagnosis and inadequate 
treatment in recent years. A patient with symptoms 
which might be due to pernicious anemia should not 
receive specific treatment until the diagnosis has been 
established. If treatment is administered and remission 
induced, opportunity to prove the diagnosis by appro- 
priate tests is lost. 

Vitamin B,2 and folic acid are substances of very 
different chemical structure and both are required by 
the body. Apparently because of their close physio- 
logic interrelationships, a deficiency of one of these 
vitamins can often be masked by supplying an over- 
abundance of the other. There is no evidence that folic 
acid deficiency occurs in pernicious anemia, yet ad- 
ministration of folic acid to patients with this disease 
usually produces a complete hematologic remission 
which may be maintained for prolonged periods. How- 
ever, folic acid has no beneficial effects on the neuro- 
logic manifestations, which may progress rapidly while 
the blood remains normal. 

At the present time many dozens of proprietary 
preparations contain both folic acid and vitamin By, 
usually in addition to other vitamins and iron. These 
preparations, although often advertised to be good for 
“all anemias” are not satisfactory for treatment of per- 
nicious anemia. The vitamin By2 contained in these 
oral preparations is not absorbed and is therefore in- 
effective. Folic acid, on the other hand, is readily ab- 
sorbed and may produce a hematologic remission while 
allowing neurologic symptoms to develop or progress. 
Many of the currently available multivitamin prepara- 
tions contain sufficient folic acid to correct completely 
the blood and marrow abnormalities of patients with 
pernicious anemia. 

The early symptoms of pernicious anemia include 
fatigue, weakness, soreness of the tongue, mild gastro- 
intestinal disturbances and numbness and tingling of 
the hands and feet. A patient who develops one or the 
other of these symptoms is very likely to receive a 
multivitamin preparation, without appreciation of the 
correct diagnosis. If the preparation contains folic acid, 
anemia disappears before it was recognized to be pres- 
ent, alimentary symptoms subside and the patient 
often feels much improved. Weeks or months later, 
however, progressive neurologic disease will become ap- 
parent and may incapacitate the patient while the blood 
remains normal. At this time the physician often does 
not think of pernicious anemia. but considers the diag- 
nosis of multiple sclerosis, cord tumor or some other 
neurologic disease. Since the diagnosis is not recog- 
nized, the patient may be deprived of the simple ther- 
apy which could have maintained him in excellent 
health. 

Since the use of folic acid has become widespread, 
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almost half of the new patients with pernicious anemia 
seen at the Johns Hopkins Hospital arrive with neu- 
rologic disease in the absence of an appreciable degree 
of anemia. Folic acid deficiency is extremely rare in the 
United States, and the indiscriminate use of this vita- 
min is not justified. Under no circumstances should 
folic acid in any form be administered to a patient 
whose symptoms might be those of pernicious anemia. 

When a patient is found to have anemia, it is of the 
greatest importance to determine the cause before initi- 
ating therapy. Injection of liver extract or vitamin By», 
oradministration of an oral hematinic preparation con- 
taining folic acid will lead to prompt improvement in 
the hemoglobin level in patients with pernicious ane- 
mia. If the diagnosis of pernicious anemia had not been 
established before instituting such therapy, the physi- 
cian fails to recognize that life-long therapy is required. 
Often, therefore, the treatment is discontinued after 
the patient appears to recover. Relapse inevitably oc- 
curs and neurologic manifestations may appear. 


Diagnosis and Treatment 


One of the most valuable diagnostic tests available in 
dealing with anemia is the demonstration of response 
to specific therapy. Dramatic response of an anemia to 
the injection of vitamin B,2 provides convincing sup- 
port for the diagnosis of pernicious anemia. This diag- 
nostic test is of no value if ‘‘shotgun”’ preparations are 
used. It is rare indeed that more than one specific anti- 
anemic substance is required in the treatment of a pa- 
tient with anemia, and under no circumstance is the 
combination of vitamin By», folic acid and iron in the 
same preparation acceptable. 

A difficult problem is presented by the patient who 
has been receiving adequate treatment for pernicious 
anemia although the diagnosis was never definitely es- 
tablished. Such a patient may show none of the mani- 
festations of pernicious anemia even though he has 
that disease. The blood and bone marrow are normal. 
Demonstration of achlorhydria after histamine stimu- 
lation makes the diagnosis of pernicious anemia possi- 
ble but does not establish it. It is unwise to terminate 
therapy of such a patient unless careful observation of 
his physical status and his blood is to be maintained 
over a period of years to determine whether relapse 
will occur. 

The syndrome of subacute combined degeneration 
of the spinal cord should always be considered to be 
pernicious anemia even though the blood and marrow 
are normal. Failure to treat patients with this disorder 
leads to irreparable damage to the nervous system. 
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Even when improvement does not occur, further prog- 
ress of the disease is arrested by adequate therapy. 

When patients with pernicious anemia are treated 
with parenterally administered vitamin By, at the dos- 
age schedule recommended, relapse does not occur. If 
anemia fails to improve or recurs on this therapy, then 
the patient must have some disease other than perni- 
cious anemia. An excellent example of this situation is 
provided by the patient with pernicious anemia who 
becomes anemic while receiving adequate therapy. 
Further studies reveal that he has developed a carci- 
noma of the stomach and that the anemia is caused by 
hemorrhage into the gastrointestinal tract. 

There is no treatment for pernicious anemia which 
is superior to the regular parenteral administration of 
vitamin By. or refined liver extract. Most preparations 
designed for oral use are completely inadequate. Re- 
cently oral preparations have become available which 
combine vitamin B;2 with intrinsic factor in an effort to 
enhance the absorption of the vitamin. The amount of 
vitamin By. which can be absorbed from such prepara- 
tions is much smaller than that which can be injected. 
Furthermore, prolonged studies have not yet been car- 
ried out to determine the optimal maintenance dose. 
Therefore, the use of such preparations is experimen- 
tal and cannot be recommended for general use. 
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This essay outlines some of the things that can be done 
for patients suffering from the two common types of arthritis. 

Many of these procedures can be carried out by the physician himself; 
in others, he will need the aid of other members 

of a treatment team. Every patient complaining of arthritis 

needs a careful diagnostic appraisal, and needs encouragement 

to persevere with the treatment appropriate to his condition. 


Osteoarthritis and Rheumatoid Arthritis 


BY DWIGHT C. ENSIGN, M.D. AND JOHN W. SIGLER, M.D. 
Division of Arthritis, Henry Ford Hospital, Detroit 


ALL TOO FREQUENTLY, a physician is inclined to say to 
his patient, ‘You have arthritis. I’m afraid there isn’t 
much to be done about it.” The aim of this essay is to 
outline some practical points on diagnosis and treat- 
ment of two common types of arthritis—osteoarthritis 
and rheumatoid arthritis. We also wish to show that 
much can be done for individuals with these diseases. 

Many of the diagnostic and therapeutic measures 
can be administered in the physician’s office. There is 
no call for expensive and specialized tests in many un- 
complicated cases. A useful summary of the problems 
associated with these diseases and other rheumatic 
conditions is to be found in the Primer on the Rheu- 
matic Diseases, prepared by a committee of the Ameri- 
can Rheumatism Association. Earlier diagnosis and 
treatment of arthritic patients is our goal. 


Osteoarthritis 
DIAGNOsIs 


Osteoarthritis is the “wear and tear” type of arthritis. 
It usually affects patients past 40 years of age. It is a 
condition that develops with aging. Many times it fol- 
lows local injury to a joint or excessive stress and strain 
to the joint surfaces. Osteoarthritis has no sex prefer- 
ence. The commonly involved joints, in order of fre- 
quency, are terminal interphalangeal joints (Figure 1), 
knees, hips, spine. 
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Patients with osteoarthritis usually have no systemic 
symptoms (malaise, anemia, fever, weight loss) such 
as are frequently seen in patients with the rheumatoid 
type. Many are overweight. Obesity accentuates the 
symptoms in weight-bearing areas. Symptoms are re- 
ferred only to the joints involved, the most common 
complaints being stiffness and distress or pain espe- 
cially after prolonged rest. These symptoms are usu- 
ally relieved by limbering up exercises. Likewise it is 
common that overuse will produce symptoms of local 
pain, stiffness and tenderness, the symptoms subsiding 
with rest and warmth. 

Osteoarthritis usually causes only slight deformity. 
The more advanced cases may demonstrate moderate 
joint disfigurement, as in Figure 1. When osteoarthritis 
becomes severe, limited joint motion may develop and, 
occasionally, local muscle atrophy occurs. In cases 
with spine involvement, there may be referred nerve 
root pain. 

X-ray of the involved joint is a useful aid in the diag- 
nosis. The x-rays may be normal or they may show 
minimal marginal proliferative changes or lipping. As 
the changes progress (with spurs, exostoses, osteo- 
phytes), the joint space becomes narrowed as damage 
to the cartilage and periarticular joint tissues increases. 
Even in severe osteoarthritis, true bony ankylosis does 
not develop as it does in advanced rheumatoid disease. 
In contradistinction to rheumatoid arthritis, there are 
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no significant laboratory changes. Blood counts and 
sedimentation rates are normal. Synovial fluid is sel- 
dom increased in amount. If it is excessive, it is usu- 
ally clear, with a normal cell count. 


TREATMENT 


Often the most important therapeutic measure in 
treating a patient with osteoarthritis is the reassurance 
that can be given that he does not have the crippling 
type of arthritis. In mild cases, periodic rest of the 
involved joints may be sufficient. In some, the addi- 
tion of local heat from the regular use daily of an 
infrared lamp for 30 minutes, followed by gentle mas- 
sage, will be very helpful. In others, it will be advan- 
tageous to add active and passive exercises to this 
program. 

It is always advisable to correct local stresses and 
strains, such as faulty body mechanics, including ad- 
equate weight reduction for the obese, and correction of 
faulty posture. 

Oral medications usually consist of maintenance 
doses of salicylates, plus mild sedation when .neces- 
sary. Salicylate doses may average 40 to 60 grains 
(2.5 to 4 grams) daily, using either plain or enteric- 
coated tablets of acetylsalicylic acid or sodium 
salicylate. 

Special measures may be necessary in more ad- 
vanced cases. There are specific measures that are 
useful in controlling symptoms in each joint area, 
some of which may be mentioned briefly. 

Knees. Elastic bandages (four-inch width) may be 
wrapped in figure-of-eight fashion around the knee, 
to be worn when the patient is up and around. Addi- 
tional support may be gained by the concomitant use 
of foam rubber strips as illustrated in Figure 2. 


Figure 1. Osteoarthritis, showing Heberden’s nodes at terminal inter- 
phalangeal joints. 


If symptoms persist, hydrocortisone may be injected 
into the joint cavity (Figure 3) under strict aseptic 
precautions, once the possibility of a tuberculous or 
pyogenic arthritis has been ruled out. Many cases 
respond favorably to this therapy, some patients re- 
quiring reinjection only every six to 12 weeks. If 
satisfactory response does not follow an adequate trial 
of the above program, a few selected cases require 
patellectomy and synovectomy. 

Hips. X-ray therapy to the hip areas reduces pain 
and muscle spasm, and permits increased motion in 
some patients who have not responded to simple 
conservative measures. Intra-articular hydrocortisone 
is more difficult to use in the hip joint than in the 
knee. Many failures are probably due to technical 
difficulties, with failure to deliver the medication 
directly into the joint space. Some patients derive 
considerable benefit from this procedure, although 
the technical aspects make frequent re-injection less 
feasible. 

Cup arthroplasty has been useful in selected cases 
with more advanced hip joint disease. A successful 
result from this operation depends upon a careful 
choice of patients and on continued postoperative 
physical therapy and rehabilitation. In some patients 
with intractable pain, when efforts to maintain a func- 
tioning joint have failed, arthrodesis of the hip becomes 
necessary. 

Spine. Cervical osteoarthritis is a common finding 
in persons past 40. Many patients, with x-ray changes 
of minimal to moderate degree, have no symptoms. 
If symptoms are present, response to heat and massage 
may be sufficient, while other patients require halter 
traction in addition. After thorough instruction by 
the physician or by a trained therapist, the patient 


Figure 2. Application of foam rubber strips and elastic bandage to 


knee. 
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Figure 3. Site for intra-articular injection of knee joint. Line in- 
dicates medial border of patella. 


Figure 4. Canvas sling for halter traction. 
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may be equipped with a canvas sling and adequate 
equipment for home traction (Figure 4). If a patient 
responds favorably to halter traction, it may be worth- 
while, in special cases, to employ a Thomas collar for 
a few weeks or longer (Figure 5). This affords a method 
for continuous gentle traction and may be most useful 
in allaying symptoms. X-ray therapy to the cervical 
spine may be beneficial if other measures have failed. 

The lumbar and lumbosacral areas are frequently 
affected by osteoarthritis. There may or may not be 
accompanying narrowing of the disc space. Many of 
these patients will respond to simple measures, such 
as local heat and the use of a bed board beneath the 
mattress. Some patients require prolonged support, 
such as a lumbosacral garment (Figure 6). 

Many patients will have symptoms far greater than 
the x-ray evidence would suggest. The reverse is 
equally true. All patients with low back pain deserve 
a careful study as to etiology. The differential diag- 
nosis given in each case includes nerve compression 
syndrome, herniation of the nucleus pulposus, rheu- 
matoid spondylitis and osteoblastic or osteolytic le- 
sions. When a definite, correctable structural defect 
is demonstrable, operative procedures are weighed. 

X-ray therapy to the lumbar and lumbosacral areas 
may bring symptomatic relief in some cases of osteo- 
arthritis that have not responded to other measures. 
However, roentgen therapy to the spine is, in general, 
less effective in osteoarthritis than it is in rheumatoid 
spondylitis. 


Rheumatoid Arthritis 
DIAGNOsIS 


Rheumatoid arthritis is a crippling joint disease. 
It is a systemic disease of unknown etiology. There is 
no single positively diagnostic test. However, the 
clinical, roentgen and laboratory findings are quite 
constant in the typical case. Only rheumatoid arth- 
ritis of the peripheral joints is considered in this 
outline. 

Characteristically, rheumatoid arthritis begins in- 
sidiously, sometimes acutely, between the ages of 20 
and 40. It may start in childhood or in advanced 
years. Females are affected about three times as fre- 
quently as males. 

The joint findings are those of multiple, usually 
symmetrical involvement, which may fluctuate in in- 
tensity. Joints commonly involved are the proximal 
interphalangeal joints of the hands, giving a spindle- 
shape to the finger (Figure 7) in contrast to the termi- 
nal joint involvement characteristic of osteoarthritis. 
In the hands, rheumatoid arthritis also frequently 
involves the metacarpophalangeal articulations. Other 
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joints commonly affected are wrists, metatarsopha- 
langeal joints, knees, elbows and ankles. 

In the acute phase of rheumatoid arthritis, there 
may be fever, usually of low grade. Weight loss and 
pallor are common and sometimes precede joint symp- 
toms. Progressive joint involvement is the rule, with 
joints once affected never returning completely to 
normal. Rheumatoid nodules (Figure 9) of charac- 
teristic pathologic histology develop in 15 to 20 per 
cent of patients, often over the olecranon area or the 
adjacent border of the ulna, and over finger joints or 
other bony prominences. Lymphadenopathy may de- 
velop in 20 to 50 per cent of patients. Most involved 
joints develop synovial effusion, as well as increased 
fluid in periarticular structures. 

In the chronic phase of the disease, muscle weak- 
ness and atrophy become more pronounced, due in 
part to loss of joint motion. Subluxations and flexion 
contractures are common, and in the hands ulnar 
deflection of the digits is likely to occur (Figures 8 and 
9). Fibrous or bony ankylosis of involved joints may 
occur as the end stage of the rheumatoid process. 

Laboratory Findings. Patients with active rheuma- 
toid arthritis frequently demonstrate a normocytic 
nypochromic anemia (iron deficiency type). The 
erythrocyte sedimentation rate is usually elevated. 
The white blood cell count is elevated in some pa- 
tients. The synovial fluid is usually increased in 
amount and slightly turbid. The fluid tends to clot 
easily and contains increased leukocytes, particularly 
of the polymorphonuclear series. 
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TREATMENT 


The treatment of rheumatoid arthritis involves a 
long-time program and must be individualized. It 
varies with the stage and activity of the disease. In 
general, the earlier treatment is commenced, the better 
are the results. It should be stressed that, inasmuch 
as the etiology of rheumatoid arthritis is still not 
known, specific treatment is not available. Certain 
therapeutic measures have been tried which, in the 
majority of instances, arrest or ameliorate the disease. 
It must be emphasized that there are still cases which 
fail to respond adequately to the therapy presently 
available. The following principles may be outlined as 
a guide in treatment. 

Symptomatic Measures. Some degree of symptomatic 
relief must be obtained as early as possible if the 
patient is to be cooperative and follow through with 
the details of therapy. In this, rest is of major im- 
portance—both physical rest and mental rest. Local 
rest to acutely involved joints may be obtained by the 
use of light splinting. 

The salicylates are the mainstay in most cases, being 
given to tolerance. If pain is so severe as to interfere 
with sleep, codeine may be used for short periods. 
It is best to avoid narcotics in chronic arthritis. The 
use of steroids will be discussed below under “Special 
Medications.” 

General Measures. A broad program of general health 
measures is of fundamental importance in the treat- 
ment of rheumatoid arthritis because of the systemic 


Figure 6. Lumbosacral support. 
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Figure 7. Rheumatoid arthritis, early. Note spindle-shaped swelling 
of proximal interphalangeal joint of index and middle fingers. 


nature of this affliction. Often there are deep-seated 
psychologic factors in the field of interpersonal rela- 
tions which need such correction as can be accom- 
plished. Anemia is often present and may be resistant 
to ordinary therapy; a series of small blood trans- 
fusions may be necessary. 

There is no specific diet for rheumatoid arthritis. 
The total caloric content should be adjusted to the 
patient’s nutritional needs. The diet should be high 
in protein and in other protective foods, especially 
dairy products, whole grain cereals, vegetables and 
fruits. Satisfactory bowel elimination should be 
maintained. 

The attitude toward focal infection has changed 
appreciably in the past 20 years, but any obvious 
focal infection, which may be interpreted as a factor 
subtracting from general health, should be removed, 
with prophylactic antibiotics prior to and for 24 to 
48 hours following operation. Such removal of infected 
foci should be deferred, if practicable, until the pa- 
tient has made some improvement under the sympto- 
matic and other general measures already referred to. 

Local Measures. Measures directed to the affected 
joints should receive early consideration. After the 
subsidence of acute joint symptoms, physical therapy 
is of great importance. Heat, either from an infrared 
bulb or from moist compresses. should be followed by 
gentle massage with some mild counterirritant, such 
as chloroform liniment, and this, in turn, by exerctes, 
both passive and assisted and active. Every joint 
should be moved many times each day through the 
full range of permitted motion. Through all this, of 
course, a proper balance must be maintained between 
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Figure 8. Rheumatoid arthritis, moderately advanced. Note involve- 
ment of metacarpophalangeal joints and ulnar deflection of digits. 


Figure 9. Rheumatoid arthritis, advanced. Rheumatoid nodules over 
metacarpophalangeal joints and over interphalangeal joint of 
thumb. Subluxations and flexion deformities at metacarpophalan- 
geal joints and hyperextension at proximal interphalangeal joints. 


rest and exercise. Exercises should be increased as 
the condition of joints improves. 

The prevention of deformities is one of the most 
important of the local measures. In addition to the 
contribution made by improved muscle tone from 
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exercises, it may be desirable to use simple orthopedic 
measures, such as bivalved casts (Figure 10) or night 
splints (Figure 11) for knees, cock-up splints for 
wrists, etc. 

The tendency to flexion contractures should be 
watched for. Early care directed to the joints should 
tend to prevent many of the deformities that have 
developed in so many cases of neglected rheumatoid 
arthritis. 

In selected cases, when rheumatoid activity persists 
in one or a few joints, with synovial effusion, joint 
aspiration, followed by intra-articular injection of hy- 
drocortisone may be beneficial. 

Medications. All patients with rheumatoid arthritis, 
except the few who are intolerant of this medication, 
should receive regular maintenance doses of acetyl- 
salicylic acid or of sodium salicylate. This medication 
is preferably given four times a day as enteric-coated 
tablets, from 5 to 15 grains (0.3 to 1 gram) at a dose, 
as tolerated. Supplemental tablets of plain acetyl- 
sllicylic acid may be taken if needed for more prompt 
relief. 

Mild sedation is often desirable. Codeine as an occa- 
sional aid, especially for pain which interferes with 
sleep, may be used if required. Other narcotics should 
be avoided. 

Special Medications. Many patients make satisfactory 
improvement on a comprehensive program, such as 
outlined above. If a reasonable trial has not produced 
results and particularly if the disease is progressing 
rapidly, other special measures must be started. 

These measures, which are about to be discussed, 
carry with them certain hazards of which the patient 
should be informed. These measures should be em- 
ployed only under the direct and constant personal 
wupervision of the physician who is experienced in 
their use, and in cases when the hazards of allowing 
the disease to go unchecked are greater than the haz- 
ards accompanying the special medications. Before 
mentioning these additional measures, it should be 
emphasized that they are not to be solely relied upon; 
they should be regarded as adjuncts to the general 
program previously outlined, all phases of which 
should be continued. 

Gold Salts. Chrysotherapy is still the treatment of 
choice in rheumatoid arthritis for those patients who 
tolerate it. It is contraindicated in the presence of 
nal or liver disease and in patients with blood dys- 
tasias. Chrysotherapy is customarily withheld during 
pregnancy. 

_ Gareful regulation of dosage and personal checking, 
cluding determination of hemoglobin and white 
blood cell count and examination of urine for albumin 
and red blood cells prior to each injection, permit 
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early discovery of those patients who do not tolerate 
the medication and minimize the danger of serious 
reaction. Pruritus or skin rash, stomatitis, significant 
fall in hemoglobin or white blood cell count, or 
evidence of renal irritation demand interruption of 
treatment. In some cases, treatment may be resumed 
after an interval, with modified dosage. 

For those unfamiliar with chrysotherapy, reference 
should be made to one of the standard works as to 
the details of dosage and further guidance with regard 
to toxic manifestations. 

Steroids. After gold therapy has been started, an in- 
terval of several months may elapse before therapeutic 
effects are manifest. Meanwhile, in the presence of ad- 
vancing disease, the suppressive effects of oral cortisone 
or hydrocortisone may be extremely helpful. 

These medications, in relatively small doses, are 
usually successful in suppressing the acute symptoms 
of rheumatoid arthritis. Steroid therapy is practical in 
such a chronic disease only when the maintenance 


Figure 10. Bivalved cast for knee. 


Figure 11. Lower half of cast used as night splint. 


—— 


Figure 12. Weaving as occupational therapy in rehabilitation phase 
of treatment of rheumatoid arthritis. 


Figure 13. Light metal splints supporting affected joints of hands. 
Long-handled comb (dowel rod) useful when shoulder involvement 
present. 


Figure 14. Paring knife handle molded to patient’s grip, of thermo- 
setting plastic (Vinigel) ; useful when fingers cannot be completely 
flexed. 
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dose can be kept at relatively low levels (25 to 50 mg. 
daily for cortisone, 20 to 40 mg. for hydrocortisone). 
In cases responding well in general, but with one or a 
few refractory joints, intra-articular injection of hydro- 
cortisone may be utilized, rather than increasing the 
systemic dose of steroid. 

It is the goal in all patients treated with steroids to 
decrease the dosage as soon as the acuteness of the 
disease permits. As an aid in this, so-called ‘“‘combina- 
tion therapy” is ideal in many cases. 

Weekly intramuscular injections of gold salts are 
commenced, with oral hydrocortisone or cortisone. If 
the gold is well tolerated, it is continued until thera- 
peutic response is obtained and, by periodic booster 
doses each four to six weeks, the therapeutic level is 
maintained. Steroid dosage is gradually reduced, and 
in many instances can be entirely discontinued, the 
remission in the disease being maintained by the 
booster doses of gold. 

Steroid therapy is also of great usefulness in those 
patients who are unable to tolerate gold salts. As 
previously mentioned, all patients on steroids require 
all the simple general measures outlined above, and 
in addition must be closely observed for possible un- 
toward effects. 

Phenylbutazone (Butazolidin). Phenylbutazone has 
been an effective antirheumatic in some cases. The 
careful supervision of patients on this medication is 
most important. It is deemed urgent that each patient 
receiving this preparation be watched for evidence of 
intolerance by interview, examination and_ blood 
counts at weekly intervals during the first two months 
and periodically thereafter. 

If any significant decrease in the total white blood 
cell count or in the percentage of granulocytes occurs, 
the medication should be stopped immediately. Other 
side effects to be watched for are nausea, activation of 
peptic ulcer, skin eruptions and edema due to sodium 
retention. 

Reconstructive Measures. If joint deformities have 
developed prior to commencing treatment, or if they 
develop in spite of attempts at prevention, the ortho- 
pedic surgeon can often render indispensable service 
in the correction of these, once the activity of the 
disease has been brought under control. An otherwise 
useless joint may sometimes be converted to a useful 
joint by surgical intervention. 

When necessary reconstructive measures have been 
completed, rehabilitation may proceed. The intelli- 
gent and careful use of physical and occupational 
therapies (Figure 12) as well as the employment of 
special devices to aid handicapped joints (Figures 13 
and 14) will make a happier and better adjusted 
patient. 
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Physicians are careless of their own health. Their occupation 

carries high risk of infectious diseases and diseases due to excess 
radiation. Also they are susceptible to disorders that attend a stressful 
way of life and that are prevalent in their social 

and economic class. To lessen these hazards, physicians must 
eliminate ignorance, indifference and carelessness. Certain 

positive actions also are needed—chief among them, achievement 


of the goal “‘a family physician for every physician’s family.” 


Physician, Heal Thyself 


BY HARRY F. DOWLING, M.D. 


Department of Medicine, University of Illinois, College of Medicine, Chicago, Illinois 


“That learning is of small repute with me, which 
nothing helped the teachers themselves . . .” 
(SALLusT) 


IT ts A common observation that doctors pay more at- 
tention to their patients’ health than to their own. Is 
this because they fence with death so frequently for 
their patients’ sake that they have no energy left to 
parry on their own account? Or perhaps they are con- 
temptuous of death. 

Perhaps when death has been seen so often at first 
hand, it holds no terrors for them. Or perhaps there is 
little to fear. Perhaps physicians can expect to live 
longer and happier lives than the rest of mankind be- 
cause of their special knowledge. 

Perhaps! Yet most doctors have had the experience 
that when a widely-known physician dies suddenly of 
a myocardial infarction, all of his acquaintances rush 
to have their hearts examined. This is not contempt 
of death. Some physicians, at least, insist that viewing 
death at close hand actually gives them a greater re- 
spect for it. 

And what of the health of physicians as compared to 
the rest of the population? Here we have definite fig- 
ures to confute the opinion that physicians live longer 
than ot|ers. Dublin and his associates report that while 
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the expectation of life among physicians aged 30 years 
or less is greater than for the United States white pop- 
ulation as a whole, physicians aged 35 years and over 
can look forward to a shorter span of life than the 
general population. So Rabelais’ famous remark, 
“There be more old drunkards than old physicians” 
appears to have some factual support. 

When physicians are compared with their colleagues 
in other professions, the plight of the physician be- 
comes even more lamentable, for teachers, clergymen 
and lawyers all have a greater life expectancy than 
physicians. 

If physicians are neither scornful of death nor es- 
pecially immune to it, why do they fail so often to 
safeguard their health? Is it because they are too busy ? 
Or because they lack incentive or a plan for taking 
care of themselves? Or is there a more insidious force 
at work? Is the fear of being labeled a neurotic greater 
than the fear of disability and death? 

Let us approach these questions by examining first 
the hazards to the doctor’s health. They may be divid- 
ed into three groups: (1) Those which arise out of the 
peculiar nature of his occupation, (2) those which 
result from the emotional stress to which physicians 
are especially subject, and (3) those which are charac- 
teristic of the physician’s particular economic and 
social group. These hazards are shown in Table I on 
the following page. 
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Hazards to Which Physicians are Particularly Susceptible 


1) Hazards peculiar to the profession itself 
a) Infections 
b) Radiation 
c) Misuse of drugs 
2) Hazards due to the stress of work 
a) Vascular disease (including diseases of the coronary 
arteries) 
b) Peptic ulcer 
c) Suicide 
d) Alcoholism and narcotic addiction 
3) Hazards characteristic of the social and economic class 
a) Obesity 
b) Arteriosclerosis 
c) Diabetes mellitus 


Occupational Hazards 


Infections. Since the physician is exposed to many 
kinds of infections under circumstances which are 
difficult to control, he runs a greater risk of developing 
infections than persons in other occupational groups. 
The frequency with which medical students contract 
tuberculosis is a case in point. Before we delude our- 
selves that the hazard of tuberculous infection is a 
matter of the past, we should look at the figures re- 
cently collected by Abruzzi and Hummel. They found 
that in the decade from 1940 to 1950, the medical 
students of this country developed tuberculosis at a 
rate of 3.34 cases per 1,000 persons per year. This was 
a significantly higher rate than the rate of one case 
per thousand persons per year which was found in a 
control group of young adults, 20 to 29 years of age, 
from urban communities with areas of known high 
tuberculosis rates. 

Nor is this hazard confined to the student years. 
Hetherington and his associates showed some years 
ago that physicians frequently developed the first 
symptoms of tuberculosis in the years immediately 
following graduation. The danger lessens as the phy- 
sician grows older. although it is never absent. 

Exposure to microérganisms in the laboratory is 
also a hazard. Sulkin and Pike recently collected data 
on the frequency of infections acquired by personnel 
in approximately 5,000 laboratories. Among the 1,342 
infections that were reported to them, brucellosis, 
tuberculosis, Q fever and hepatitis were acquired most 
often and in the order given. Bacteria were the cause 
of nearly half of the infections. Viruses, rickettsiae, 
parasites and fungi were responsible for the other half. 
Among 208 known accidents, 27 per cent involved a 
needle and syringe. Approximately one-tenth of the 
infections were acquired at the autopsy table. Hepa- 
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titis was shown to be a major occupational hazard for 
persons handling human blood or blood products. 

In a survey of hepatitis in Sweden, among 3.802 
physicians, 553 (or one of seven) had suffered one or 
more attacks of hepatitis. The incidence was higher 
among physicians who practiced in hospitals than 
among those whose practice was confined to office and 
home. It was likewise higher among doctors who oper- 
ated than among those who did not. 

Because the recent victories over many of the infec- 
tious diseases may tend to make us careless, we should 
continually remind ourselves of the following facts: 
(1) The number of new cases of infectious diseases has 
not diminished as a result of the use of the sulfona- 
mides or the antibiotics. (2) Serious illnesses and 
deaths still occur from microérganisms, even in those 
infections in which antibiotics are usually beneficial. 
(3) All microérganisms are not susceptible to the anti- 
biotics, and resistant strains of certain bacteria are 
becoming more prevalent. 

My colleagues and I showed that, among staphy- 
lococci which were cultured from the noses and throats 
of doctors, nurses and other attendants of a hospital, 
85 per cent of the strains were resistant to one unit 
of penicillin per cc., and 92 per cent were resistant to 
one microgram of Aureomycin or Terramycin per cc. 
(Figure 1). As a result, many of the staphylococci ob- 
tained from the noses and throats of patients at the 


Penicillin Aureomycin 
At Hospital At Hospital! 


discharge personnel discharge Personnel 


=10 u/ml. and above =0.12 to 0.9 v/ml. 


=1099 u/mi. [ =<0.12 
Concentration required to effect inhibition of growth. 


Figure 1. Concentrations of penicillin or Aureomycin required to 
inhibit the growth (minimal inhibitory concentrations) of staphylo- 


cocci cultured from the noses and throats of patients at the time of 


discharge (Columns 1 and 3), and of hospital personnel (Columns 
2 and 4). For penicillin, read units per ml., and for Aureomyat, 
mcg. per ml. 
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time of discharge were likewise resistant (88 per cent 
to one unit of penicillin and 90 per cent to one micro- 
gram of Aureomycin or Terramycin). These observa- 
tions were made at a time when penicillin, Aureomy- 
cin and Terramycin were the most commonly used 
antibiotics in the hospital. The personnel of the hos- 
pital likewise became carriers of bacteria that were 
resistant to streptomycin, chloramphenicol or ery- 
thromycin whenever any of those antibiotics was used 
extensively. 

For all of the above reasons, therefore, infectious 
diseases are still a great hazard to doctors, and we must 
continue to observe strict isolation techniques when- 
ever we suspect that a patient has a communicable dis- 
ease and to be careful in our handling of syringes, 
needles, pipettes and infected specimens. Here, as 
elsewhere, carelessness courts disaster, and the fact 
that disaster is infrequent does not mean that it will 
be less serious when it strikes. On the other hand, if we 
are careful, we are able to do all that is necessary for 
our patients with the least chance of harm to ourselves. 
If we are careful, then “out of this nettle, danger, we 
pluck this flower, safety.” 

Excess Radiation. At the same time that some infec- 
tions are becoming a lesser hazard for physicians be- 
cause of the availability of potent remedies for some of 
them, another risk is becoming more prevalent. This 
is the risk of excess radiation. Much evidence is avail- 
able to suggest that high energy radiation increases 
the incidence of leukemia. The frequency of deaths 
from leukemia among physicians is 175 per cent of 
that among white males in the general population. 
leukemia in radiologists is over ten times as frequent 
as among nonradiologic physicians. Other varieties of 
neoplasm are also more often observed after exposure 
to radiation. In addition, the number and variety of 
radioisotopes used in medicine is multiplying almost 
by the hour. The danger of exposure to radiation will 
therefore continue to increase, and prevention must 
keep pace. The requisite protective measures are well 
known; what is needed is for physicians and their 
helpers to employ these measures faithfully and with 
strict attention to detail. 

Misuse of Drugs. Although it may seem strange to 
the reader that I have placed the misuse of drugs un- 
der occupational hazards, a number of tragedies bear 
witness to the propriety of this classification. Too often 
the availability of a drug on the doctor’s shelves or 
around his home means that he or a member of his 
family will take the drug rather than go to the trouble 
of making a diagnosis first. 

One moment’s thought will serve to convince us that 
no short cuts in diagnosis are worth the price of illness 


and possible death. 
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Hazards from the Stress of Work 


Vascular Diseases. When we turn to the second 
group of hazards, those due to the stress of work, we 
find vascular disease heading the list. While no one 
would deny that other factors, such as body build, cer- 
tain abnormalities of metabolism and overindulgence 
in foods, appear to be related to the incidence of vas- 
cular diseases, nevertheless there is much to support 
the assumption that working under emotional pres- 
sure often plays a major part in the genesis of these 
conditions. Some of this evidence comes from a study 
of the medical profession itself. Dublin and Spiegel- 
man found that the death rate from intracranial vascu- 
lar lesions for physicians was 20 per cent higher than 
for white males in the general population, and the 
death rate from diseases of the heart and coronary 
arteries, 18 per cent higher. This was contrasted with 
a lower-than-average mortality from these lesions 
among teachers, clergymen and lawyers. Smith re- 
viewed the records of patients at the Mayo Clinic from 
the various occupational groups, in order to deter- 
mine the relative incidence of coronary sclerosis 
(Table 2). He found the lowest incidence in farmers 
and laborers (2.5 and 2.6 per cent) and the highest in 
physicians (10.7 per cent). Clergymen, lawyers and 
bankers occupied an intermediate position. The aver- 
age age of the members of the various groups was ap- 
proximately the same. 

Within the medical profession, the general prac- 
titioners, who are recognized as working longer and 
more irregular hours than most specialists, appear to 
be most susceptible to cardiovascular diseases. Dublin 
and Spiegelman reported that general practitioners 
died of these diseases 8 per cent more often than phy- 
sicians in general. In contrast, cardiovascular illnesses 
were listed as the cause of death for specialists 19 per 
cent less frequently than for doctors in general. 

Morris and his associates studied the incidence of 
coronary artery disease in male medical practitioners 
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Incidence of Coronary Sclerosis According to Occupation 
(from Smith) 


Clinical 
Occupation of Records Incidence of Coronary Sclerosis 
Patients Studied Cases Per Cent 
Farmers 308 8 25 
Laborers 306 8 26 
Clergymen 306 14 46 
Lawyers 304 14 46 
Bankers 300 16 5.3 
Physicians 307 33 107 
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in Great Britain. They found that general practitioners 
were affected 3.3 times as frequently between the ages 
of 40 and 49 years as other doctors. In the sixth 
decade, the ratio for general practitioners compared 
to other physicians was 1.8 to 1, and in the seventh 
decade it was still as high as 1.7 to 1. 

Other conditions which are related to emotional ten- 
sion, such as peptic ulcer and suicide, are more fre- 
quently encountered among general practitioners than 
among specialists. Narcotic addiction, although not a 
numerically important cause of disability among phy- 
sicians is, to our éverlasting shame, seen all too often. 
The combined effects of long hours and consequent 
fatigue, emotional tension and ready access to these 
drugs are too powerful for some of our colleagues to 
combat. 

It is true that all the data that have been collected 
cannot. prove that emotional tension is the cause of 
these ailments. They may be more frequent among 
general practitioners merely because the kind of per- 
son who is predisposed to them is likely to go into 
general practice. Nevertheless, here as elsewhere in 
preventive medicine, when there is a reasonable amount 
of evidence that a certain cause produces a certain 
effect, and the apparent cause is one which appears 
harmful in other respects, we should attempt to mini- 
mize it insofar as it is possible to do so. Combating 
those factors that lead to emotional tension among 
physicians is therefore a fertile field for preventive 
medicine. 


Hazards of His Class 


In addition to the particular hazards of his profes- 
sion, the physician is subject to the hazards of the 
social and economic class in which he moves. Although 
physicians may not be compensated in proportion to 
the contribution that they make to society, neverthe- 
less their incomes place them in a favored economic 
class compared to the population as a whole. Authori- 
tative data on the mortality from certain diseases ac- 
cording to social class were collected, adjusted for age 
and tabulated by Sutherland. He found that while 
chronic infections such as tuberculosis and bron- 
chitis caused more deaths among the lower than the 
upper social and economic classes, the members of 
the favored classes were more frequently the victims 
of angina pectoris and diabetes. 

Some years ago, Gordon, Bland and White found 
coronary disease and myocardial infarctions to be 
more frequent in private patients than in ward pa- 
tients. Since these observations were made at autopsy 
and groups of similar age were compared, the figures 
appear to be authentic. 
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In recent years evidence has accumulated in favor 
of the hypothesis that arteriosclerosis is related to 
diets that are high in calories or fats or both. Likewise 
diabetes mellitus appears to be precipitated by an ex- 
cessive intake of sweets. These observations would ex- 
plain why such diseases are more prevalent among 
persons in the upper economic classes. Although much 
more remains to be learned regarding these relation- 
ships, what we already know is enough to persuade the 
thinking man to avoid overindulgence in food in gen- 
eral and in fatty foods in particular. Here as elsewhere, 
wisdom counsels temperance. 


Plans for Prevention 


If these are the hazards to our health, how should 
we meet them? It is obvious at first glance that we must 
eliminate the triple sins of ignorance, indifference and 
carelessness toward our own health as we seek to elim- 
inate them in our conduct toward our patients. If we 
succeed, we can prevent most of the conditions in the 
first group, those which are peculiar to the profession 
itself. 

Certain positive actions are ready for the doing. We 
advise our patients to be under the care of an indi- 
vidual physician. Who among those reading this 
article has selected a personal physician? Who among 
the readers has reported regularly to a physician for a 
physical examination? Who among the readers has 
had a roentgenogram of his chest taken within the 
past year? Prevention, even more than charity, begins 
at home. 

The finger of shame is pointed at us by Byrd as a 
result of his survey on the interval which elapsed from 
the onset of the first symptoms of a neoplasm until the 
physician-patient presented himself for examination. 
He found that this interval averaged seven months in 
the case of carcinoma of the lung, nine months in 
malignancy of the gastrointestinal tract and 14 months 
between the first symptoms of carcinoma of the 
prostate and the initial examination. Small wonder 
that in only 19 of the 60 physicians in his series were 
palliative operations done and in only five of the 60 
were curative procedures carried out. Truly as the 
scriptures say, we are “blind leaders of the blind. 
And if the blind lead the blind, both shall fall into the 
ditch.” 

There are many reasons why physicians do not pre- 
sent themselves for examination. They are too busy; 
they do not want to impose upon their colleagues ; they 
fear being labeled neurotics. Somehow, measures to 
counteract these attitudes must be found. Perhaps 
some suggestions would be in order. Medical societies 
might keep a record of the birthdays of their members 
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and send a reminder to each physician to report for an 
examination on his birthday. A periodic examination 
might be included under the provisions of voluntary 
health insurance. If physicians subscribed to the 
service, their colleagues would receive remuneration 
for their periodic health examinations—small, it is 
true, but enough to eliminate the feeling of asking for 
a favor. 

Furthermore, doctors do not know how to take care 
of doctors. They are usually diffident when examining 
and prescribing for a colleague. In their efforts not to 
appear self-important or pedantic they tend to be too 
off-hand, too casual. Casualness then opens the door 
and invites carelessness in. Secondly, doctors often 
lave too much to the physician-patient. They tell 
him to have certain tests made; they don’t arrange for 
them to be done and for the report to be transmitted 
directly as they would for any other patient. They tell 
the physician-patient to take a certain drug; they 
don’t spell out the therapeutic regimen as they would 
for someone else. As a consequence the physician-pa- 
tient uses his own judgment, which is often deficient 
in knowledge and swayed by subjective feelings. We 
must learn to take care of our fellow-physicians, even 
ifwe have to take a special course in the subject. 

These are only suggestions. I am sure that if doctors 
will think about the subject they will come up with 
more and better ones. 

Avoidance of specific hazards, periodic check-up 
examinations and early reporting of symptoms are 
important preventive measures that every physician 
should employ, but more are needed. I am convinced 
that the practice of medicine is often accompanied by 
the development of emotional tension because the 
doctor feels that so much weighs upon his shoulders 
and his shoulders alone. The life and health of his 
patients depend upon his decisions; his professional 
success depends upon his own knowledge, skill, am- 
bition and foresight; the welfare of his family depends 
upon his position in the struggle for success and how 
long he can stay in the struggle. Extreme individualism 
in medicine has often achieved astonishing results; 
but like an auto race, it has also left the track strewn 
with the wrecked careers and corpses of the partici- 
pants. Extreme individualism, therefore, is not only 
unnecessary; it is wasteful. 

Although the practice of medicine tends to foster 
individualism, Medicine, as a body of knowledge and 
asa Way of Life, is greater than any individual who 
takes part in it. As we give up some of our individual- 
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ism to Medicine as a whole, we receive in return the 
satisfaction of participating in something greater than 
ourselves and something more enduring. “The great 
use of life is to spend it for something that outlasts it.” 

How can we give up the harmful aspects of indi- 
vidualism and yet retain the good? First, we cannot 
fail to observe that the era of “splendid isolation” in 
the practice of medicine is drawing to a close. Modern 
medicine requires cooperation and integration. We 
must search diligently for new ways of working to- 
gether. Group clinics are one of the methods. Pre-pay- 
ment plans sponsored by medical societies and more 
partnerships of men in the same specialty are others. 
General practitioners should explore more thoroughly 
the feasibility of working together in groups. 

Secondly, we need to look beyond the narrow con- 
fines of our profession to find ways of applying our 
talents to the welfare of all. Many groups are making 
valuable contributions in this field and deserve the 
advice, support and leadership of physicians: volun- 
tary health agencies, social service agencies, religious 
welfare groups and health departments. Especially, 
should medical societies themselves initiate and sup- 
port such projects. 

Third, we need to emphasize more strongly the 
teaching of one physician by another. In this way, 
better than any other, we can gain the feeling of being 
one group with common aims, a common body of 
knowledge and feelings and ideals which are common 
to all. For what shall it profit a man if he gather the 
wisdom of ages only to carry it with him to his grave. 

Lastly, to lessen the tension which produces so much 
anxiety and illness, we must cultivate the spirit of 
equanimity, which Osler advocated so convincingly. 
His farewell words to his many friends on this side of 
the Atlantic are a confession of faith that every physi- 
cian should follow: 

“I have had three personal ideals. One to do the 
day’s work well and not to bother about tomorrow . . . 
The second . . . to act the Golden Rule, as far as in me 
lay, towards my professional brethren and towards the 
patients committed to my care. 

**And the third has been to cultivate such a measure 
of equanimity as would enable me to bear success with 
humility, the affection of my friends without pride, 
and to be ready when the day of sorrow and grief 
came to meet it with the courage befitting a man.” 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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**Stroke”’ is not a disease but a symptom of various conditions— 
subdural hematoma, intracerebral hematoma, brain tumor, 
aneurysm or angioma, embolism, thrombosis and brain abscess. 
Prompt use of special diagnostic techniques will disclose 

many cases in which surgery or other treatment 


will cure or improve the patient. 


Stroke: A Neurologic 


Deficit of Sudden Onset 


BY WILLIAM R. CHAMBERS, M.D. 


Atlanta, Georgia 


WHEN A PATIENT SUFFERS a sudden neurologic deficit, 
originating from within the cranium without known 
antecedents, he is often said to have had a “stroke.” 
With sincere concern lest he give the patient addi- 
tional discomfort and expense that may be completely 
unrewarding, the attending physician may postpone 
or reject special procedures for differential diagnosis. 
This is all the more true if the sufferer is an old person. 

Recent advances in diagnosis are showing that 
“stroke” consists of a large and varied group of con- 
ditions, many of them curable. It is proposed that 
knowledge is now at a stage where the expense of 
thorough investigation is justified. Meanwhile, accord- 
ing to one major life insurance company, cerebrovas- 
cular accident has increased until it is the fourth most 
frequent cause of death. How the prompt action of the 
attending physician saved one life is illustrated in the 
following case: 

Case 1. G. 'T., a 66-year-old housewife, previously 
in good health except for a moderate hypertension, 
called at her doctor’s office to discuss her husband, 
who was confined to the hospital with a coronary 
thrombosis. She was noticed to be yawning a great 
deal. She also complained of headache and general 
weakness. Her doctor, realizing she had been up much 
with her husband, gave her a box of a dozen sedative 
capsules, instructing her to take two and get a good 
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night’s sleep. Next morning the neighbors called the 
doctor to say that the patient could not be aroused. 
Thinking that this was probably due to sedation, he 
did not call until midafternoon, hoping that by that 
time she would have awakened. Instead, he found her 
deeply comatose, and with a right hemiparesis. At 


Figure 1. Case 1. Subdural hematoma; angiogram. Note large space 
between skull and vascular tree. 
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Figure 2. Case 2. Intracerebral clot; angiogram. Note avascular area 
between anterior and middle cerebral arteries, with displacement 
of anterior cerebral across the midline. 


first he was inclined to call the condition “stroke,” 
but being a conscientious and intelligent practitioner, 
he called for assistance. A carotid angiogram (Figure 
1) showed a frank subdural hematoma which was re- 
moved, and the patient recovered. 


Subdural Hematoma 


Subdural hematoma is noted for occurring without 
history of injury. While its onset may be gradual, it is 
often precipitous, like “stroke,” and the patient may 
die before the true cause of his illness is discovered. 
Many such cases have been found in our files during 
the course of this study. However, only two typical 
ones will be quoted. 

Case 2. E. F. V., a 58-year-old executive developed 
a severe laryngitis with cough. Soon, with his spasms 
of coughing, came blackout spells. His face became 
reddish purple, and he would lose consciousness and 
fall. After about a month of this, he began to have 
occipital headaches, occurring principally at night and 
telieved by aspirin. Two weeks before examination he 
developed some unsteadiness, and incoordination, in- 
volving his right hand. An alert nose and throat spe- 
cialist discovered a shift of the pineal, and a lumbar 
puncture revealed a spinal fluid pressure of 300 mm. 
of water. 

He was operated for subdural hematoma and recov- 
ered completely. 

Case 3. J. C. F., a 72-year-old male drove his car off 
the road into a ditch without apparent reason. He was 
not unconscious. He acted strangely and had some 
difficulty speaking. Thereafter he fell several times and 
developed a right hemiparesis. Soon he lapsed into 
coma. A minor injury some ten weeks previous to 
€xamination did not seem to have any serious bearing 
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on the case, at the time. However, he was found to 
have a high spinal fluid pressure. He was operated for 
subdural hematoma and recovered completely and 
without residual. 

A subdural hematoma is a “cerebral vascular acci- 
dent” in the broadest sense. It cannot always be dis- 
tinguished from cerebral softening, so often due to 
thrombosis, by history and observation alone. The 
spinal fluid pressure is not reliable in differential diag- 
nosis, as it may be normal or elevated in either condi- 
tion. X-rays are a great help (those that show a pineal 
shift, as well as the special procedures of angiogram 
and air study). Still in other cases, as Coleman pointed 
out in 1935, “Bilateral trephine openings offered the 
only method of recognizing many . . . clots in time to 
save the patient.” 


Intracerebral Hematoma 


“Brain hemorrhage” has always presented terrifying 
implications. Reese, in a study of deaths from this 
cause, found that 80 per cent died within 24 hours. 
Zimmerman, similarly studying autopsy material, 
found 94 per cent of the deaths occurred in the first 
attack. Tennant and Harmon estimated that one-third 
of all patients with such hemorrhages die in the first 
attack, but that the chance of recurrence, once the 
danger is passed, is relatively small. 

A number of authors in this country and abroad 
have recommended surgical treatment. My experience, 
while small, has been very gratifying, as illustrated by 
the following two cases. 

Case 4. F. T. K., a 49-year-old male hypertensive 
was seen because of coma, right hemiplegia, aphasia 
and choking of the left optic disc. Five of his immedi- 
ate family had died of “cerebral vascular accidents.” 
His spinal fluid pressure was 410 mm. of water. By the 
time he could be admitted to the operating room, be- 
ginning decerebrate rigidity was observed. Left sub- 
temporal exploration revealed a subcortical hemorrhage 
of the temporal lobe, extending medially more than 4 
cm. The clot was evacuated and the patient immedi- 
ately improved. Four months later he still had a right 
homonymous hemianopsia and some residual speech 
difficulty, but was leading an active life. 

Case 5. G. D., a 47-year-old female hypertensive 
was seen because of dramatic onset of coma and right 
hemiparesis. She was considered moribund, was some- 
what cyanotic, and her respirations were stertorous. 

Angiography (Figure 2) showed a mass in the frontal 
area, from which a large, sausage-shaped clot, approx- 
imately 2 cm. by 7 cm., and extending backward un- 
derneath the motor strip, was removed. She had a 
stormy postoperative course, but recovered completely. 
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Figure 3. Case 7. Brain tumor; ventriculogram. Ventricles displaced 
across midline. 


Cannon has pointed out that progressive space- 
taking intracranial lesions such as cerebral hemor- 
rhage, if allowed to continue, often cause brain stem 
hemorrhage secondarily. Such brain stem bleeding is 
almost invariably fatal. In case 4 the patient seems to 
have been rescued from just such complication, as he 
was already showing signs of decerebrate rigidity. 
Certainly, in both these cases there appeared to be 
little hope for spontaneous recovery. 


Brain Tumor 


A friend of mine, a neurosurgeon, once said to his 
hospital staff, ‘Show me your strokes, and I will show 
you plenty of brain tumors.” My own experience bears 
out the fact that brain tumor symptoms may appear 
with the same dramatic suddenness as those of brain 
hemorrhage or thrombosis. 

Case 6. L. V. C., a 70-year-old male was first seen 
because of a convulsion and a left hemiplegia. A month 
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before, he had had the same symptoms, but the hemi- 
plegia had disappeared after several hours, and he had 
been discharged from the hospital then as a common 
stroke. 

On this admission, angiogram and ventriculogram 
revealed a brain tumor in the right parietal area. This 
was removed and the patient was discharged from the 
hospital. 

Case 7. V. M., a 54-year-old female began to have 
severe headaches and to fall to the left. She showed a 
good deal of mental confusion. She was confined to 
the hospital for three months as a “stroke” before 
neurosurgical consultation was called. At that time she 
had a left hemiparesis and was comatose. There was 
mild right papilledema. Air studies showed a marked 
shift of the ventricles to the left (Figure 3). A right 
temporal tumor was removed. 


Aneurysm and Angioma 


The clinical picture of subarachnoid hemorrhage 
from aneurysm is generally well recognized. However, 
when the aneurysm ruptures into the brain substance 
and forms a clot, “brain hemorrhage” may be diag- 
nosed and the true cause of the disorder remain un- 
discovered. With recently developed techniques of 
creating hypotension, the intracranial attack upon 
aneurysm has been rendered much safer; complete 
cure is possible in many cases. 

Case 8. W. M. B., a 52-year-old male, in perfect 
health, developed over a period of a few days, head- 
aches, drowsiness, thickness of speech and a seeming 
mild depression. There were no prominent neurologic 
signs, and at first a diagnosis of hysteria was enter- 
tained, and then “stroke.” There was no stiff neck, 
the spinal fluid was clear and its pressure was only 
200 mm. of water. His doctor, however, recommended 
neurologic consultation, and an angiogram revealed 
an aneurysm of the left middle cerebral artery (Figure 
4). This had bled into the left temporal lobe. A large 
intracerebral clot was removed, and the aneurysm 
clipped off at its base without interrupting the middle 
cerebral circulation. He has returned to work. 


Embolism 


As Amyes and Perry have noted, the most encourag- 
ing results of stellate block are obtained in cases of 
embolism. I have had rather surprising results in fat 
embolism, having to date treated eight cases by re- 
peated stellate blocks without a death. 

Case 9. H. E., a 50-year-old woman fell and broke 
her leg. There was no head injury. Almost a week 
later there appeared a fine, petechial rash on the 
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chest. Aphasia developed and she became progressively 
disoriented. Stellate block on the left was followed in 
ten minutes by alertness and return of speech. After 
daily blocks for one week she recovered without de- 
tectable residual. 

Embolism from rheumatic heart disease responds 
equally well in most instances. 


Thrombosis 


The considerable controversy over the use of 
stellate block in cerebral infarction centers over the 
question as to whether the block reduces cerebral 
vasospasm. My experience is that it works dramatically 
in some cases, whether by virtue of vasodilation or 
by some other as yet undiscovered mechanism. The 
fact can hardly be denied; the theory may be mis- 
directed. I believe that stellate block should be per- 
formed during the early stages of softening and 
embolism. 

A recent article by Ruben and Mayer, presenting a 
controlled series, indicates a significant therapeutic 
advantage for treatment by stellate block as com- 
pared to expectant treatment. 

I would be the first to agree with Wilson and asso- 
ciates that “a number of patients with cerebral vas- 


cular accidents show a surprisingly gratifying degree 
of spontaneous recovery, and the evaluation of the 
results of therapy is difficult.” On the other hand, 
an early demonstration that function is capable of 
return is psychologically therapeutic, and may pre- 
vent the profound depression to which many of these 
unfortunate patients are vulnerable. When I was a 
medical student, my best friend’s father—an executive 
known for his even temper—was suddenly afflicted 
with right hemiplegia and aphasia. It was December, 
and on his return from the hospital his family had 
ready for him a beautiful Christmas tree. He opened 
his mouth several times in ineffectual effort to express 
his appreciation, tears coursed down his cheeks, and 
then in a fever of frustration he tore off every branch 
and broke every bauble within his reach! Since then, 
I have many times observed a new hope and interest 
in life appear in the eyes of paralyzed patients with 
the first return of movement after stellate block. 

As for untoward reaction from the block itself, I 
have not seen any since I have improved my tech- 
nique. I agree with Pratt that “the few deaths re- 
ported have been due to technical errors in performing 
the block.” Experiences of dramatic improvement fol- 
lowing stellate block have been many. 

Case 10. E. S., a 54-year-old male began stuttering 


Figure 4. Case 8. Aneurysm with intracerebral hematoma; angiogram. Arrow points to aneurysm on middle cerebral artery. 
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and swaying while talking to a customer. By the time 
his doctor had arrived he had developed a right hemi- 
paresis and aphasia, and his eyes were deviated to 
the right. On examination, the paralysis was flaccid, 
but a Babinski was present, Spinal tap showed a clear 
fluid with a pressure of 170 mm. of water. 

Stellate block was performed, after which the pa- 
tient began moving his right arm and his speech 
became intelligible. ‘He seemed to brighten up and 
appeared much more alert,” according to the note. 

Two months later he was back at work. 


Brain Abscess 


Brain abscess is a frequently curable condition 
which may come on with dramatic suddenness. 

Case 11. F. H. B., a 43-year-old male had com- 
plained of headache, nausea and drowsiness for five 
days, followed by left hemiparesis. A similar transient 
episode had occurred three months before. His past 
history was negative except that he had a long-stand- 
ing purulent, foul productive cough, and an occasional 
drainage from the right ear. 

Examination revealed, besides the hemiparesis, a left 
Babinski, and absent superficial reflexes on the left, a 
left homonomous hemianopsia and normal fundi. 
Spinal tap showed a clear spinal fluid at 260 mm. of 
water pressure. The cell count was 83 leukocytes — 


mostly polys. 
A brain abscess was found and drained. The cavity 


Figure 5. Case 11. Brain abscess; Pantopaque injection of abscess cavity after evacuation of pus. 


was filled with an opaque medium, as illustrated in 
Figure 5. Fourteen months later, when last seen, he 
was back at work. 


Prompt action on the part of the attending phy- 
sician saved the lives of most of the patients herewith 
described. Neurologic deficit of sudden onset is not 
one entity, but may be subdural hematoma, intra- 
cerebral hematoma, brain tumor, aneurysm or an- 
gioma, embolus, fat embolism, thrombosis or brain 
abscess. To these should be added occasional cases 
of spontaneous thrombosis of the internal carotid 
artery, platybasia and dislocation of the odontoid. 

Often one condition cannot be distinguished from 
the other by clinical means alone, but special x-rays, 
such as a carotid angiogram, must be employed. In 
a few isolated instances, only exploration will suffice. 
In our clinic, we have experienced little danger from 
stellate block for thrombosis and embolism, and have 
come to use carotid angiogram frequently. Improved 
developments in technique have minimized the risk 
of complications. In general, the sooner diagnosis can 
be made and appropriate treatment applied the better 
the result. The incidence of recurrence is so low as 
not to be a deterrent to treatment. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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Although there has been tremendous progress in the field 

of infant feeding during the past 20 years, John Eberle’s 
statement, made over 100 years ago, is just as applicable today: 
There is probably no single source of disease, 


during the first few years of life, whose influence is so extensive 
as improper management in relation to the diet.” As a corollary, 
a good supply of Mother’s milk or a proper substitute 


is the infant's best insurance for good health. 


Infant Feeding 


BY J. WILLIAM OBERMAN, M.D. AND FREDERIC G. BURKE, M.D. 
Department of Pediatrics, Georgetown University Medical Center, Washington, D.C. 


THE LARGE amount of recent medical literature on the 
subject of infant feeding reflects the continuing wide- 
spread search for a simple foolproof method to insure 
an adequate diet during the period of life when human 
progeny are so subject to the vagaries of their well- 
meaning but often ill-informed parents. That search is 
certainly to be encouraged, for it is during these first 
few months of life that patterns of growth and develop- 
ment form the mold for adulthood. 

No attempt will be made to present any new con- 
cepts of infant nutrition. Instead, this article has been 
limited to a general review of current thinking of feed- 
ing normal healthy infants throughout the first year. 


Breast Feeding 


“Nourishment and this derived if possible from the 
mother, is all that a newborn child requires; and it does 
not happen once in a hundred times, that the mother is 
not in every respect competent to this end; especially if she 
have previously discharged the duties of one, by paying a 
proper attention to her health.”—DeWexs (1829) 

_ It has long been recognized that human milk is the 
ideal food for full-term infants during the first six to 
nine months of life. Why, then, are so many infants 
never put to breast? It is a sad commentary that a large 
segment of the opposition to breast feeding arises in 
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physicians and hospital personnel who are unwilling to 
take the time to educate and instruct new mothers as to 
the advantages and proper methods of breast feeding a 
newborn baby. This is largely an American phenome- 
non, as at least one European author has expressed 
concern that only 50 per cent of babies in a large 
European hospital are entirely breast fed, whereas 
statistics presented by an American author reveal that 
only 23 per cent of all infants born in the northeastern 
part of the United States are so fed. 

Some American physicians encourage all new moth- 
ers to breast feed because they wholeheartedly believe 
that “breast feeding is best feeding.” Others, on the 
other hand, never advise breast feeding because they 
sincerely feel that there are no important differences 
between breast-fed and bottle-fed babies. By far, the 
most common attitude is shared by a third group who 
have never concerned themselves with the problem. It 
is this group that often adopts a “laissez faire” phi- 
losophy toward breast feeding in the absence of any 
real knowledge of the subject, and it is this group that 
would be most receptive to any properly presented 
program. 

In the absence of proper instruction, it is little won- 
der that the modern mother sees small advantage in 
nursing her offspring. Other major obstacles are the 
refusal to nurse because of esthetic reasons, fear of 
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gaining weight, or the worry that she will be “tied 
down.” It is here that the physician’s responsiblity 
arises to prepare each mother nutritionally and psy- 
chologically, beginning early in pregnancy, for the de- 
cided advantages and pleasures of nursing her infant. 

In one study a relationship was discovered between 
the ability to breast feed and the maternal attitude 
toward breast feeding. Ninety-two mothers were inter- 
viewed shortly following delivery to ascertain their at- 
titudes toward nursing their infants. Of mothers who 
actively desired to breast feed, 74 per cent had enough 
milk by the fifth day to adequately nourish their infants. 
This is to be contrasted with 35 per cent of those 
mothers who were doubtful and only 26 per cent of 
those mothers who did not desire to breast feed. In 
addition, the mothers with a positive attitude pro- 
duced larger amounts of milk. and the incidence of 
painful, cracked nipples was much less. The babies of 
these mothers nursed with less difficulty and frequently 
would refuse the bottle in preference to the breast. 

Frequently the attitude of the mother toward breast 
feeding is conditioned by whether she comes from a 
family in which the children were breast fed. If her 
mother and grandmother breast fed, she is more likely 
to do so. Her attitude is also conditioned by the atti- 
tudes of her husband, relatives and friends, and what 
they tell her prior to and following birth of her child. 

Of more importance is the physician’s role in pre- 
paring the mother physically and emotionally for breast 
feeding. The subject should be discussed early during 
the first few weeks of pregnancy and repeated frequent- 
ly as the pregnancy progresses. Breasts should be in- 
spected repeatedly, advice should be given on how to 
prepare the nipples or how to evert slightly inverted 
nipples. In this manner the mother is convinced she 
will be able to nurse, and the incidence of cracked, 
painful nipples and mastitis, necessitating discontin- 
uance of breast feeding, is minimized. 

During World War II, at the Bethesda Naval Medi- 
cal Center, so few of the mothers were breast feeding 
(primarily due to lack of proper instruction by hospital 
personnel) that an organized system was set up between 
the obstetrical and pediatric departments. Each moth- 
er was visited by a member of the pediatric staff soon 
after delivery and was asked to try to breast feed her 
baby. She was told that a formula which could be used 
if needed would be given her when she left the hospital. 
An explanation of the advantages of breast feeding was 
given her, and she was asked to continue breast feed- 
ing for one month even though complementary feeding 
was necessary to fully satiate her baby. Each mother was 
told of the necessity for other foods after the fourth 
month and that it was probably not necessary to con- 
tinue nursing after the seventh month. An occasional 
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bottle feeding to replace a breast feeding was en- 
couraged after the second month of life. Under this 
regimen of guidance, without undue insistence, it was 
felt that breast feeding had been given the proper 
emphasis. 

Another author found that the sharpest decrease in 
duration of breast feeding occurs during the first 
month, and it is during this period that the physician 
must give the nursing mother his continuing encourage- 
ment and advice. About half of nursing mothers stopped 
using breast feeding as the sole source of infant food by 
the age of 2% months. Mothers more than 30 years of 
age, especially those having their first baby, were found 
to have reduced amounts of breast milk. Once estab- 
lished, however, the age of the mother did not influence 
the duration of breast feeding. Interestingly enough, 
18 per cent more mothers were found to breast feed 
successfully if no visitors were allowed during their 
hospital stay. 


ADVANTAGES OF BREAST FEEDING 


There is no substance in nature, nor can there be any- 
thing prepared by art, which forms so congenial and 
wholesome a nourishment, during the period of infancy, 
as human milk.”—Eser.e (1834) 

How should the physician present breast feeding to 
the young mother who is included in the largest group 
of those mothers who are not certain whether they 
would like to breast feed or not? One thing is certain. 
The earlier in pregnancy the subject is broached and 
the frequency with which the advantages are presented 
to her, and her fears and misconceptions allayed, the 
more likelihood of her wanting to nurse her baby. 
Certainly infants would be expected to do best on the 
milk especially designed for them—human milk. This 
does not mean, however, that the average infant would 
not do equally well on milk from a cow. However, there 
are many advantages of human milk not shared by 
cow’s milk: 

1. The composition of breast milk is ideally suited to 
the nutritional requirements and digestion of infants. 

2. There is less possibility for error in regulating the 
correct quantity and composition. 

3. Breast milk is practically free from bacteria— 
cow’s milk contains a relatively high bacterial count. 

4. Breast milk is more economical, and little prepa- 
ration is necessary. 

5. Among the lower socioeconomic groups, the 
breast-fed infant has a definitely better chance of 
survival. 

6. There are fewer and less serious feeding problems 
in breast-fed infants. 

7. The psychologic factors involved in improving the 
mother-child relationship are very important. 
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8, Infantile eczema appears to be less frequent in 
breast-fed infants, and breast milk appears to be im- 
portant in preventing allergy in infants and children. 
The incidence of allergy is doubled in partially breast- 
fed infants and is increased sevenfold in artificially fed 
infants. 

9, Breast milk contains valuable antibodies which are 
not found in cow’s milk. It seems certain, however, 
that a certain percentage of these antibodies are de- 
stroyed during digestion. 


DISADVANTAGES AND CONTRAINDICATIONS 


Providing the mother’s milk supply is ample and 
provided she is eating a diet containing sufficient pro- 
tein and vitamins, there are no disadvantages to breast 
feeding the average, normal full-term infant. The nurs- 
ing mother should get adequate sleep and should ex- 
ercise moderately. She should be free from worry as 
this is a well known cause of reducing the available 
breast milk supply. 

There are also very few contraindications to breast 
feeding. Included in this category are: 

1, Active or past maternal pulmonary tuberculosis 
or any chronic debilitating disease. 

2. Serious complications of pregnancy such as severe 
hemorrhage, eclampsia or sepsis. 

3. Mastitis in the affected breast. 

4. Poor sucking reflex in the generally debilitated or 
premature infant or in the presence of hare lip or cleft 
palate. 

5. Retracted nipples that remain inverted despite a 
shield, or excessively painful nursing. This latter phe- 
nomenon usually passes after the first few days if the 
mother continues to nurse. 

6, Certain emotionally immature mothers who con- 
sider breast feeding to be repulsive. It is not difficult to 
detect them and they should not be allowed to nurse. 
This type of mother fortunately is not common. 


INITIATING BREAST FEEDING 


The newborn infant who is experiencing no respi- 
ratory difficulty is commonly offered 5 per cent lactose 
inwater as a prelacteal feeding 12 hours after delivery. 
During the first day of nursing the infant should nurse 
every four hours but for about five minutes only. There 
isonly a small amount of colostrum present at this time, 
and this practice seems to condition the nipples. Lac- 
lose water or a weak complementary formula may be 
offered following each of these feedings during the first 
three days before the flow of breast milk has been 
established, in order to insure an adequate fluid intake. 

By the fourth or fifth day the milk supply is usually 
tstablished, and additional fluid need not be given. The 
time at the breast is gradually lengthened, but it is 
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seldom necessary to nurse longer than 15 to 20 minutes 
at a feeding in order to satisfy the needs of the infant. 
Longer periods may traumatize the nipples. The infant 
should be hungry, dry, warm and comfortable during 
feedings. Likewise. the mother should be comfortable 
and at ease. 


SELF-DEMAND FEEDING 


Self-demand feeding or feeding the infant when he 
seems to be hungry is certainly not new. Long before 
infant feeding entered its “scientific age,”’ mothers fed 
their offspring when they cried or acted hungry. When 
formula calculation and schedule feeding became pop- 
ular, self-demand feeding went into partial eclipse. It 
has been just recently that there has been a revival of 
interest in this method of feeding for adjusting the 
frequency of nursing. 

Certain disadvantages of this method of feeding may 
be discovered. Some mothers cannot distinguish the 
cry of hunger from that of pain or discomfort. Con- 
sequently, infants of these mothers are frequently over- 
fed. This leads to an overdistended stomach, with 
resultant colic and more crying. This cry is again mis- 
interpreted, and since an infant even with colic will 
temporarily stop crying when refed, further feeding 
will continue the vicious cycle. 

However, if the mother is warned to expect an in- 
crease in number of feedings for the first few days of 
life, the infant soon adapts himself to this flexible 
schedule of feeding and, at the age of one to two weeks, 
will require no more feedings a day than would norm- 
ally be taken on the ordinary four-hour regimen. 

Feed the baby when he is hungry, and when he is 
asleep, let him sleep. If the interval of time after a satis- 
factory feeding is at least two hours and he cries, feed 
him, he is probably hungry. If the interval is less, give 
plain or sweetened water. On the other hand, pru- 
dence should dictate that if the baby tends to sleep over 
five hours in the first two weeks during the daytime, 
then he should be awakened and fed in order to avoid 
walking the floor at night. Obviously, no normal baby 
should be awakened in the early morning hours to be 
fed. Let the whole household sleep. If a long sleep be- 
comes a habit in the early days of life, then expect a few 
two-hour feeding intervals upon awakening. This is the 


desirable “modified self-demand” feeding schedule. 


EMOTIONAL FACTORS OF BREAST FEEDING 


The emotional factors in breast feeding are not to 
be underemphasized. The infant never again finds the 
warm protected environment he enjoyed in the mother, 
but it is at the time when he is held closely snuggled in 
his mother’s arms and his hunger satisfied that he most 
nearly approaches it. This is the time when the mother 


81 


en- 
his 
vas 
per 
, in 
ian 
ge- 
ved 
by 
val 
ind 
ab- 
nce 
gh, 
| 
ny- 
ind | 
Icy, 
to 
up 
1ey 
in. 
ind 
ted 
the 
by. 
the 
his 
ald 
ere | 
by 
to 
its. 
the | 
the | 
of 
ms a 
the 
=) = 


gives herself completely to the infant and shows love 
and affection. This is the very beginning of providing 
the infant the security he needs. 

Many parents believe that feeding a baby when he is 
hungry, allowing him to suck as frequently and as long 
as he wishes, picking him up when he cries, and rock- 
ing or cooing to him tends to “spoil” him. They feel 
that once this pattern has been set, he will require 
such gratification of his every wish on all occasions. Of 
course, there is little danger that this will happen. The 
very young infant does not cry because he “‘wants at- 
tention” but because he is hungry, cold, wet, colicky 
or just miserable. However, if he realizes that mother is 
near him to comfort him when he needs her, he begins 
to have that basic security so necessary to future proper 
emotional development. When the infant whose early 
instinctual wishes were gratified becomes a child, he 
has learned through experience that his parents will 
not fail him. 

Certain mothers, of course, are better off not breast 
feeding. Such a mother is one who actively rejects her 
infant being put to her breast. This emotionally im- 
mature mother often demonstrates other evidence of 
rejection of her baby before and after birth. If the 
nursing act is explained to her and the advantages of 
breast feeding adequately presented to her, and she still 
does not wish to nurse the infant, such an infant should 
be artificially fed in hopes that he will at least have 
gratification of his appetite and be well nourished. It is 
this infant, of course, who frequently later develops 
enuresis, finger and thumb sucking, nightmares and 
speech defects. 


WEANING 


If a mother has an adequate milk supply, the infant 
should ideally be nursed for five to seven months at 
which time weaning is usually advisable. Most infants 
will have been taking an occasional bottle from the age 
of 2 months, so that the transition is relatively simple. 
This occasional bottle serves the double purpose of al- 
lowing the mother to be away at feeding time and 
facilitates the transition to artificial feeding should the 
mother become temporarily too ill to nurse. 

An occasional infant refuses the bottle—frequently 
this is the infant that can be weaned directly to a cup 
or glass. Artificial feeding from bottles is to be en- 
couraged, however, in order to satisfy the sucking de- 
mands. Bottles are discarded when the infant shows a 
preference for the cup. 


Artificial Feeding 


“Yet there may be, indeed there often is, a propriety in 
giving a young child something to sustain it, where there 
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is not a sufficiently early provision made by the breasts of 
the mother for this purpose; and it should consisi of an 


article as near in composition as possible to mother’s milk. 
This object is readily attained by a mixture of cow’s milk, 
water, and loaf sugar, in the following proportions;— 
milk two-thirds, water, one-third, and a small quantity 
of loaf sugar.” (1829) 

If for any reason a mother cannot or does not wish 
to breast feed, an artificial feeding, usually a cow’s milk 
formula is prescribed. With present-day methods of 
preparing cow’s milk or its various modifications under 
sanitary and closely controlled conditions resulting in 
a product of uniform composition with minimal bac- 
terial count, much of the former uncertainty about 
artificial feeding has been removed. 

In evaluation of any infant formula, the following 
criteria must be met: 

1. The nutritional requirements of the infant must 
be satisfied. 

2. The formula must be easily digested. 

3. Contamination by bacteria and other harmful sub- 
stances must be prevented. 


NUTRITIONAL REQUIREMENTS 


The composition of human as compared with cow’s 
milk is presented in Table 1. These values represent only 
the mean and there is mych individual variation. 

Calories. Though there are slight variations in the 
energy value of both milks, for practical purposes, each 
contains 20 calories per ounce. 

Water. The water content of each is about the same 
(approximately 87 per cent). 

Protein. It will be noted from Table 1 that cow’s 
milk contains a considerably larger amount of protein 
than human milk (3.4 per cent as compared with 1.25 
per cent). The larger amount of cow’s milk protein 
will be seen to be due entirely to an excess of casein, 
the amount of lactalbumin being approximately equal 
in the two milks. 

On normal feeding schedules the average breast-fed 
infant receives 2.5 grams of protein per kilogram of 
body weight, whereas an artificially-fed infant receives 
about 3.4 grams of protein per kilogram of body 
weight. This excess amount of protein in cow’s milk is 
reflected in the greater nitrogen retention of the arti- 
ficially fed infant. Such babies are said to have about 
25 per cent more muscle mass than breast-fed babies. 
It is yet to be proved, however, that this provides any 
extra benefit to the artificially-fed infant. 

Both human milk and cow’s milk, in average daily 
amounts, contain both qualitatively and quantitively 
adequate amounts of all the amino acids essential for 
growth. The erroneous concept that human milk 1s 
superior to cow’s milk due to the deficiency of the 
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Approximate Percentage Composition of Human Milk and Cow's Milk. 


Type of Milk Fat 
Human 1.25 
Cow's 3.4 


Type of Milk 
Human 
Cow's 


Total Protein lactalbumin 
075 
0.50 


amino acid cystine in the latter has been disproven 
since it has been shown that methionine and not 
cystine is one of the essential amino acids necessary for 
proper growth of the human infant. 

Fats. The fat content of both milks is approximately 
equal, but there are qualitative differences in the tri- 
glycerides. The greater proportion of olein contained 
inhuman milk results in its easier digestibility. 

Carbohydrates. The carbohydrates of the two milks 
are identical, although human milk has a significantly 
higher carbohydrate content (Table 1). This relative 
carbohydrate deficit of cow’s milk formulas is tradi- 
tionally compensated for by adding any one of a great 
number of simple sugars, polysaccharides or mixtures 
of both. Disaccharides are easily converted to mono- 
saccharides so that there is no particular advantage in 
specifying the latter. Because of a greater tendency to 
fermentation of the simple sugars, with resultant gas- 
trointestinal upsets, some prefer mixtures of simple 
monosaccharides or disaccharides with the more com- 
plex polysaccharides (dextrins) which need to be 
digested and thus release their easily utilizable simple 
sugars more slowly. Sugars commonly added to cow’s 
milk formulas today include: (1) Beta-lactose. (2) cane 
sugar, (3) mixtures of dextrins and maltose, (4) liquid 
extracts of malts, (5) malt soups, (6) corn syrup, 
(7) molasses, (8) honey, (9) banana sugar and (10) 
starch lactose. 

Vitamins. The vitamin content of both types of milk 
varies considerably with the maternal diet. It is gen- 
erally thought that both milks are deficient in vitamins 
Cand D. The exact requirement of the infant for 
vitamin A and the B complex has not yet been de- 
termined. 

The daily requirement for vitamin A has been 
abitrarily set by the Food and Nutrition Board of the 
National Research Council at 1,500 units at the age of 
months. This amount is supplied by either human 
milk or cow’s milk alone, provided the milk is of aver- 
age content. The early addition of solid food adds a 
surplus well above the minimum. 

There is an average of 50 mg. of ascorbic acid in one 
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quart of breast milk of a mother who is eating an 
adequate diet. The recommended daily allowance of 
this vitamin is 30 mg. so that, in the breast-fed infant, a 
supplement of vitamin C is not necessary. Cow’s milk 
formulas contain as little as 6 mg. per quart. Supple- 
mentary administration of this vitamin in the artifi- 
cially-fed infant is commonly prescribed by physicians 
when the infant is 1 month of age, as an aqueous solu- 
tion combined with vitamins A and D, or as fresh 
orange juice. The former method has the advantage of 
being easily administered with the formula. Two to 
three ounces of fresh orange juice will supply the daily 
requirement. Frozen concentrated orange juice when 
freshly reconstituted also contains adequate amounts. 
Some authorities feel that because of the variability of 
vitamin C content of individual oranges, pure crystal- 
line ascorbic acid, given in tablet form in the formula, 
is a more reliable method of insuring adequate intake. 

Neither milk has been found to contain an adequate 
amount of vitamin D. Furthermore, the relative ratio 
of calcium to phosphorus in breast milk (Table 1) is 
such that these two minerals are much more effi- 
ciently utilized in the breast-fed than in the artificially- 
fed infant. This leads to the much higher incidence of 
rickets commonly found in infants fed other than 
breast milk. The minimum daily requirement of 
vitamin D has been set at 400 international units daily. 
This supplement is usually prescribed at 2 to 4 weeks 
of age in the form of fish liver oils or aqueous solutions. 

While both human milk and cow’s milk formulas are 
thought to contain suboptimal amounts of the vitamin- 
B complex, vitamin B deficiency at this age is rare. In 
any event the increasingly popular trend of introduc- 
ing solid food supplements at an early age will correct 
any deficiency. 

Minerals. The mineral content of cow’s milk is much 
greater than that of breast milk. This greater amount is 
due primarily to increased amounts of calcium and 
phosphorus (Table 1). During the first few weeks of 
life, there is a decrease in the percentage of total body 
calcium in relation to body weight when either method 
of feeding is used. Artificially-fed infants seem to 
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recover from this phase sooner than breast-fed infants. 
However, no particular advantage has ever been at- 
tributed to this “supermineralization.”” On the con- 
trary, breast-fed infants despite a lower calcium reten- 
tion, demonstrate a linear growth definitely greater 
than the artificially-fed infant. It is postulated that the 
calcium of human milk is much more efficiently util- 
ized even though the total amount fed is much more in 
the artificially-fed infant. 

Jeans states, “Detailed nutritional studies have not 
proved any inferiority of human milk as compared with 
cow’s milk in infant feeding despite the facts that cer- 
tain essential components are present in small amount 
and that well-managed artificial feeding produces a 
type of body composition that might seem more de- 
sirable from certain theoretical points of view.” 

In the feeding of premature infants, there is evidence 
that a modified cow’s milk formula, with its larger 
amount of protein, calcium and phosphorus, is supe- 
rior to human milk. An increased demand for these sub- 
stances results from poor antenatal storage and sub- 
sequent higher growth requirements; these infants are 
particularly susceptible to rickets. 

Human milk contains a somewhat larger amount of 
iron than the average cow’s milk formula. Both, how- 
ever, are seriously deficient in this important mineral. 
Antenatal and immediate post-natal storage of iron 
suffices the full-term infant for the first four months of 
life. After that time, a nutritional anemia slowly devel- 
ops. Such an anemia cannot be corrected by iron, but 


iron administration will reduce its severity. Theoreti- . 


cally, iron supplements are indicated during this pe- 
riod, but the early introduction of iron-containing 
foods into the diet removes the need for additional 
iron in the greater majority of infants. 


FORMS OF COW’S MILK USED 


Raw milk because of its potentially dangerous high 
bacterial count is unsuited for infant feeding. Most 
whole milk sold in this country has been pasteurized, 
thus at once materially reducing the bacterial count 
and reducing the tough curd, resulting in easier 
digestibility. Pasteurized whole milk formulas are 
quite suitable for infant feeding. Certified whole milk 
is prepared under strictly controlled conditions and 
has a very low bacterial count. However, the amount 
of certified milk produced today is not large, due to 
the high quality of ordinary pasteurized milk. 

Evaporated milk formulas are perhaps the most 
widely used today. Evaporated milk has several ad- 
vantages: (1) it is relatively inexpensive, (2) it may be 
stored for long periods if the can is unopened, (3) the 
evaporation process alters the casein portion so that 
the curd is small, soft and easily digested, (4) it is 
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thought to be less allergenic than fresh milk due to 
alteration of lactalbumin during processing. However, 
a poor calcium to phosphorus ratio (1.05:1.00), in the 
presence of immature renal and parathyroid function, 
predisposes to infantile tetany. Additional sugar must 
be added to evaporated milk formulas to adjust the 
carbohydrate content. 

Condensed milk (evaporated milk to which cane 
sugar has been added to a total concentration of 45 
per cent) is unsuitable for infant feeding except rarely 
for short periods postoperatively or in instances of 
malnutrition. 

Dried milk (e.g., Klim) is whole milk which has 
been evaporated to a fine powder form. Its chief ad- 
vantage is that it requires no refrigeration after the can 
is opened, and it can be reconstituted to whole milk 
merely by adding one tablespoonful of the powder to 
two ounces of water. 

Dried skimmed milk (e.g., Dryco; Alacta) has a fat 
content altered to 1.5 per cent. This relatively high 
protein, moderate carbohydrate, low fat milk is used 
primarily for feeding premature infants or overweight 
infants, and for feeding during the convalescent phase 
of diarrhea. Sugar or saccharin may be added to 
sweeten the otherwise somewhat bland taste. 

There are a large number of proprietary milks on the 
market today, each differing from the next in details of 
chemical composition. Great amounts of time were de- 
voted by pediatricians in years gone by to detailed 
construction of formulas gram by gram, and calorie by 
calorie, and each infant had a tailor-made feeding 
schedule. A good deal of hoopla and unnecessary work 
was entailed thereby, both for the mother and the 
physician. Today the proprietary milk preparations 
are probably far more efficient, much less expensive 
and far more accurate than those especially con- 
structed years ago. A good many of them, of course, 
are the direct results of the original research of early 
workers in infant nutrition. The total effect albeit is the 
release of time and effort for the doctor and availability 
to all children of satisfactory prescription-type milks 
to cover almost all of the special gastrointestinal re- 
quirements of “feeding problems.” 

Particularly satisfactory for simplified feeding have 
been the development of spray-dried powdered milks 
with adjusted supplementary amounts of calcium, car- 
bohydrates and vitamins—reducing the time-consum- 
ing efforts of formula preparation to a minimum. 
Furthermore, these milks more closely resemble 
mother’s milk and have proven totally satisfactory for 
infant feeding. Many have added vitamins, obviating 
the need for vitamin supplements. 

Table 2 is a convenient modification of a useful 
classification of proprietary milks. 
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Examples 
1, Milks closely adjusted in composition Bremil, Simiiac 
to resemble human milk 
2. Powdered whole milk Klim 
3. Milk substitutes for Mull-soy, Goat's milk, 
“allergic” children * Nutramigen 
4. Low-fat content milk with Dryco, Alacta 
relatively high protein 
5. Milks resembling human milk Biolac, Lactum 


but higher in protein content 


The composition, analysis and special features of any of the 
more than 100 special milks, milk substitutes or substances to 
modify infant milk, may be found in most texts on pediatrics. 


MILK SUBSTITUTES 


When artificially-fed infants are found to be allergic 
to cow’s milk protein, certain proprietary milks are 
useful. These hypoallergenic milks may be divided into 
three groups: (1) goat’s milk (the protein of goat’s 
milk differs from that of cow’s milk), (2) mixtures of 
amino acids and dextrose (the protein is predigested 
and is more easily assimilated; these milks are also 
useful in feeding malnourished or premature infants), 
(3) soy bean milks (the protein is available as vegetable 
rather than animal protein; infants fed these milks 
grow equally as well and there is no evidence of hypo- 
proteinemia). 


CoNSTRUCTION OF THE FORMULA 


1, Daily fluid requirement: During the first six 
months of life the requirements range from 24% to 3 
ounces of fluid per pound of body weight per day. 
Most of the daily fluid will be incorporated in the 
formula, but some is supplied in dilute orange juice 
and foods and as water between feedings. 

2. Daily caloric requirement: The average full-term 
infant requires 50 to 55 calories per pound of body 
weight per day during the first few months of life. The 
requirement falls to 45 calories per pound of body 
weight per day at the age of 1 year. 

3. Quantity of formula fed at each feeding: The num- 
ber of ounces of formula fed at each feeding should 
‘proximate one-half the weight in pounds of the 
infant. The amount fed at one feeding should be no 
more than eight ounces. 

4. Total amount of daily formula: This amount may 
be calculated by multiplying the amount of formula 
equired for each feeding times the number of daily 
feedings (average 5 to 6). 
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5. Milk content of the formula: The daily require- 
ment of protein is supplied by 1% to 2 ounces of 
whole cow’s milk (20 calories per ounce) or 1 ounce of 
evaporated milk per pound of body weight (44 calories 
per ounce). 

6. Water to be added to the formula: The total fluid 
content of the formula minus the required amount of 
milk equals the amount of boiled water to be added 
to the formula. 

7. Added carbohydrate: Carbohydrate is added to 
the formula in amounts of 1/10 ounce per pound of 
body weight up to a maximum of 14 ounces daily. 
Most forms of carbohydrate added to infant formulas 
contain 115 to 120 calories per ounce. 

It has been customary in the construction of an 
infant formula to provide 20 calories per ounce, the 
amount contained in human milk. The standard for- 
mula so constructed has a percentage composition of 
15 per cent protein, 35 per cent fat and 50 per cent 
carbohydrate. 

Example of formula calculation for an infant 2 
months of age weighing ten pounds: 

(a) Total formula: Five feedings times 5 ounces per 

feeding equals 25 ounces. 

(b) One ounce evaporated milk per pound of body 
weight (44 calories/oz.): 10 ounces times 44 
calories/ounce equals 440 calories. 

(c) One ounce of carbohydrate for each 10 pounds 
of body weight: 1 ounce times 120 calories/ 
ounce equals 120 calories. 

(d) Water to be added: 25 ounces minus 10 ounces 
of milk equals 15 ounces. 

(e) Calories per pound: Total calories (440 plus 
120): 560+10 pounds equals 56 calories/ 
pound 

(f) Formula: 10 ounces of evaporated milk 

15 ounces of boiled water 

1 ounce of carbohydrate 

5 bottles of 5 ounces each 

This method is a bit cumbersome and somewhat 
confusing to mother and physician alike. The prin- 
cipal virtue of this method is to teach medical students 
proper construction of formulas. The limitations are 
obvious. The infant, as he gains weight, soon “‘out- 
grows” any given formula and the physician’s life will 
be one continuous round of changing formulas if the 
above calculations are strictly adhered to. However, 
these calculations are useful in determining the initial 
needs of the infant. The mother is merely instructed 
that as the child finishes the amount contained in the 
bottle and shows evidence of still being hungry, an 
additional ounce of formula constructed in the same 
ratio as in the initial formula may be added to each 


bottle. 
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TABLE 3 


Age 
Birth to 4 to 6 weeks Milk As taken, usually 1 qt. by the 4th to 6th week. 
6 to 10 weeks Infant cereal, barley, oats or rice 1 tsp. 3 times daily, increasing to 
2 tbsp. 3 times daily. 
10 to 14 weeks Fruit, apple sauce, 1 tsp. 3 times daily, increased to 2 tbsp. 
pears or bananas 3 times daily and mixed with cereal. 
14 to 18 weeks Vegetables or meat and Combination 1 to 4 tbsp. daily at noon, then 
vegetables eliminate the middle cereal and fruit feeding. 
4th to 5th month Hard boiled egg yolk 3 times weekly; increase as tolerated for iron content. 
Jello, custards, and Zwieback Offered as supplements if desired. 
6th month Whole milk Between 24 and 32 oz. 
Cottage cheese, potato, By demand. 
processed tuna fish 
6th to 8th month ; Less milk 
Same diet 
8th to 10th month Whole egg, bacon Offered by demand. 
“Junior” foods 
Dietary Supplements family to supplement the infant diet with food from the 


The time of adding extra foods to an infant’s diet is 
largely a matter of self-demand on the part of the in- 
fant and permits wide variation on the part of the 
physician. Certainly, there is no one “best schedule” 
and attention must be paid in these matters to the 
baby’s needs. Solely based on custom, it has become 
popular practice to introduce cereals as the first solid 
food, but there is probably no good reason why other 
prepared foods could not be supplied initially. 

To avoid some of the bad effects of a sole milk diet, 
it is wise to introduce solid supplements between the 
sixth and eighth week on a schedule of small amounts 
three times a day, morning, noon and night. Vitamins 
should be added to the infant’s diet between the second 
to fourth week as supplementary multiple preparations, 
if they are not already added to the proprietary milk 
preparation in adequate amounts. 

Table 3 lists a suggested schedule that has been 
found successful in many infants. Because of the fre- 
quency of gastrointestinal and allergic upsets, orange 
juice can be eliminated from the early diet when sup- 
plementary vitamins are employed. For this reason, it 
is a custom of many physicians to withhold citrus 
fruits until after the fourth to the sixth month of life. 

The addition of “table foods” to the diet is largely 
governed by the rate of acceptance of the infant and by 
his response to these foods. In many family units it is 
far easier to stay on infant processed foods until 18 
months or longer, but it is advisable in the average 
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table as early as the eighth to ninth month of life. In 
addition to reducing the expense, there is a psycho- 
Jogic factor involved that makes the infant a more in- 
timate part of the family unit. At about the ninth or 
tenth month, most infants will make attempts to feed 
themselves, and this effort should be encouraged as 
much as possible. Cup feeding may be initiated when 
fruit juices are introduced at the fifth to sixth month, 
but milk is given from the bottle as long as the infant 
shows this preference. There seems to be no good rea- 
son to take away an infant’s bottle until he gets good 
and ready to discard it himself, even though this period 
may extend into the second or third year. It is well 
known that the premature and forced removal may give 
rise to serious psychologic difficulties. 

As the child approaches his first birthday, his 
mother should be forewarned that his growth curve has 
begun to flatten out and he will soon no longer need 
the tremendous quantities of food ingested during the 
first year of life. It is at this beginning of the second 
year, when every child voluntarily reduces his food 
intake, that the mother begins to worry and attempts 
to cram more food down her child. She fails to realize 
that whereas he gained about 15 pounds during his 
first year, he will normally gain only four or five 
pounds during the entire second year. If each mother 
is made aware of these simple facts the majority of 
“feeding problems” need never arise. 

A bibliography accompanying this article is available upon re 
quest from the Editorial Office of GP. 
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Figure 1a and b. PA and lateral views of chest showing exaggerated aeration of lung 
fields and depressed diaphragm. In the PA view the central lung markings are prom- 

BY SOL KATZ, M.D. inent and the heart looks small and appears to be suspended in the thorax. In the 
lateral view, note the marked translucency between spine and heart and between heart 
and bowed sternum. 


IN THIS CONDITION there is overdistention of the alveoli resulting in thinning of 
the alveolar walls. The stretched alveolar septa, having lost much of their elas- 
ticity, finally rupture causing fusion of the alveoli, with the formation of vesicles 
several millimeters in diameter or large emphysematous bullae. 

The radiologic findings are directly related to the overexpansion of the lungs 
which affects their radiolucency as well as the size and shape of the chest and 
the position of the diaphragm. 

The lung fields show an increase in aeration and, since the lungs are expanded 
almost to their fullest capacity, there is little increase in translucency on deep 
inspiration, such as is observed in normal lungs. Although the peripheral lung 
markings are decreased, the hilar vascular markings are prominent. This is due 
partly to an actual increase in the diameter of the vessels and partly to over- 
inflation of the alveoli surrounding them, thereby resulting in an increase in 
contrast. The presence of bullae is revealed by extremely hypertranslucent areas 
often traversed by fine trabeculae. The bullae are most commonly found at the prened diaphragm, the vight side 
extreme upper lung fields or at the bases (see GP, November, 1952, page 52). of the diaphragm shows a steplike 

The anteroposterior diameter of the thorax is increased and the posterior ribs formation. 
are horizontal. There is often an associated kyphosis and anterior bowing of the 
‘ternum. These features combine to give the chest a “barrel” shape in advanced S ae denaiateies Dots 
cases which is most apparent in the lateral view. In this view there is also noted elevation of diaphragm which gives 
an increase in the width and translucency of the space between the sternum and a therapeutic advantage because of 
the heart and of the space between the spine and the heart. extension of the range of motion of 
_ The diaphragm is displaced downward and its normal graceful, rounded shape the diaphragm. 
s replaced by a flattened contour. The costophrenic angles are increased and 
may approach a right angle. The insertions of the diaphragm into the ribs may 
be visible as prong-shaped projections ending at the ribs laterally. The movement 
ofthe diaphragm is greatly reduced. 

In the absence of cor pulmonale, the heart usually seems small and narrow 
and may appear as if suspended in the thorax. This is due to the clockwise 
rotation of the heart bringing the apex forward, the increased width of the thorax 
and low position of the diaphragm. Because of the descent of the diaphragm, 
there may be lung visible beneath the level of the heart. 


Figure 2. In addition to overillu- 


Figure 3. Same patient as in Figure 
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Figure 1. Although the death rate from appendicitis has fallen, there 
are still too many deaths from this eminently treatable disease. 
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ApPENDICITIS was first listed as a cause of death in the 
vital statistics in 1892. In that year peritonitis had its 
greatest recent prevalence. For the next decade, the 
death rate from peritonitis fell and the death rate from 
appendicitis rose. Appendicitis killed its thousands in 
the first three decades of this century. After 1930 the 
death rate from it began to fall. After 1940 it fell 
almost precipitately. But the disease continued to kill 
its thousands. It is continuing to kill them. In 1952, 
2,600 persons, an average of 217 a month, died in the 
United States of a disease that may not be preventable 
but that can be more readily cured than any other 
major surgical disease. Small wonder that, as an Eng- 
lish surgeon recently wrote, acute appendicitis “‘is in 
greater need of attention than other and more publi- 
cised methods of dying” (Figure 1). 

There are a number of reasons for this deplorable 
Situation (Figure 2). Perhaps the chief reason why 
people are continuing to die by the thousands of acute 
appendicitis is that physicians, in large part, have lost 
their respect for the death-dealing potentialities of the 
appendix. The death rate has fallen from the shameful 
height it reached 25 years ago, but the appendix has 
no more changed its character than the leopard can 
change his spots. Physicians who bear this fact in’ 
mind when they confront a patient who may have 
acute appendicitis are unlikely to feel any complacency 
atall about the supposed conquest of this disease. 

The second reason why people are continuing to die 
from acute appendicitis also arises from complacency 
—a complacent and unjustified belief in the ability of 
the new miracle drugs to take care of everything. It is 
true that a great many patients who developed com- 
plicated acute appendicitis are alive today because the 
antibiotics saved them from their complications, though 
the major role of surgery and of supportive therapy 
must not be overlooked. It is also true that a great 
many others—and the number seems to be increasing 
—are coming close to death, and some of them are 
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Appendicitis 


BY FREDERICK FITZHERBERT BOYCE, M.D. 
New Orleans, Louisiana 


dying, because antibiotic therapy was substituted for 
appendectomy in simple acute appendicitis. A sort of 
upsidedown, Alice-in-Wonderland thinking permitted 
them, by the substitution of antibiotics for surgery, to 
progress to a state from which they had to be rescued 
by the very agents that had brought them to that state. 
Antibiotic therapy is adjunct therapy. It is not a sub- 
stitute for surgéry. Its availability does not void any 
of the surgical principles. If all cases of acute appen- 
dicitis were treated promptly by appendectomy, anti- 
biotic therapy would never have to be used in this 
disease, and expense, hospital-stay days and medical 
and nursing care would be saved, along with a certain 
number of lives. 

The third reason why people are continuing to die 
of acute appendicitis is the tendency to forget that this 
is very often a disease with a false and deceitful face. 
The so-called classic triad of symptoms and signs is 
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Figure 3. Physicians who warn patients against purgation for ab- 
dominal pain are practicing good preventive medicine. 


absent in half or more of all cases. When pain, nausea 
and vomiting, and right-sided tenderness appear in 
that order, a good many patients know what is the 
matter and the physician can make the diagnosis by 
telephone. In other cases the manifestations may be so 
completely removed from the classical picture that the 
most astute diagnostician must perform an exploratory 
laparotomy to find out what the trouble is. A good 
many patients die because the exploration is delayed 
too long. 

Incidentally, one of the greatest risks of using anti- 
biotics in early acute appendicitis is their ability to 
mask its symptoms and signs. The pathologic process 
continues unchecked while the clinical course appears 
actually favorable. Antibiotic-modified acute appendi- 
citis is a new phenomenon, which must be reckoned 
with. Surgeons are now reporting operations for the 
complications of acute appendicitis before the appen- 
dix is removed, and sometimes before the diagnosis of 
acute appendicitis has ever been made. 

Medical journals are responsible in part for the 
complacency about acute appendicitis (Figure 4). It is 
not always easy to get a hearing in them for a discus- 
sion of the simple disease, which is so readily cured 
by simple appendectomy but which is often far from 
simple to diagnose. It is much easier to get into print 
with an article on some complication of the disease 
and its dramatic cure by a new antibiotic than it is to 
have an article accepted which points out that simple 
appendectomy early in the disease would make it en- 
tirely unnecessary to use any of the antibiotics. Jour- 
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nals with large general circulations and sectious on 
general practice should be emphasizing these basic 
facts. It is altogether wrong that most presentations 
on acute appendicitis are appearing in surgical jour- 
nals and being made before surgical associations. 

The lay public, unfortunately, is beginning to share 
the general complacency about acute appendicitis. It 
is natural that it should. Medical columnists and writ- 
ers for magazines are telling it that the disease is no 
longer to be feared and that antibiotic therapy is an 
alternative to surgery. 

When Reginald Fitz described acute appendicitis in 
1886, he spoke out loud and clear against the “‘use of 


Figure 4. Medical journals are responsible in part for complacencs 
about appendicitis, and lay publications aggravate the tendency. 
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Figure 5. At the extremes of life the mortality from appendicitis is 
higher because of delay in recognition of the disease. 


domestic remedies,”’ and he said that a laxative or a 
cathartic may be the means “‘of at once exciting a gen- 
eral peritonitis.”” Peritonitis is still being excited by 
just these means. The adult develops an abdominal 
pain and reaches for the castor oil. The baby has a 
stomachache and his mother gives him a laxative. 
Sometimes, regrettably, the physician who is called 
to see a patient with abdominal pain falls into exactly 
the same error. 

No blame can be attached to the physician who does 
not always recognize acute appendicitis. It is not al- 
ways easy to recognize. A great deal of censure is due 
him if he advises purgation for abdominal pain of whose 
nonappendiceal origin he is not perfectly positive. 

Acute appendicitis is not a preventable disease, but 

ily physicians who warn their patients against 
purgation for abdominal pain and pediatricians who 
warn the mothers of young children against it are 
practicing preventive medicine in the truest sense of 
the term (Figure 3). 

Acute appendicitis is more dangerous in young 
children and aging adults. The reason is perfectly 
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plain: there are far more complicated cases in these 
groups, particularly in the older group, than in the 
group 13 to 39 years of age (Figure 5). And the reason 
why there are more complicated cases in these groups, 
particularly in the older group, is that there are far 
more atypical cases in them. Especially in the older 
age group the symptoms are often bizarre, the physical 
findings conform to no consistent pattern, the vital 
signs and the leukocytosis show no consistent trend, 
and advanced disease may be associated with such a 
paucity of symptoms and signs that its true severity 
is not realized. A great many observers are coming to 
believe that new criteria of diagnosis must be set up 
for acute appendicitis in the later years of life. It is 
not too much to say, in view of the number of persons 
now living into these years, that the chief problem of 
acute appendicitis today is centered in aging adults. 
At the New Orleans Charity Hospital, as in most 
series in which these facts are particularly studied, the 
mortality of atypical cases of acute appendicitis is sev- 
eral times as high as the mortality of typical cases 
(Figure 6). This was true when the disease began as 
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Figure 6. Atypical onset and atypical findings will be less hazardous 
if the physician considers acute appendicitis “‘first, last and all the 


time.” 
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it is not ordinarily supposed to begin. It was true in 
the cases in which the classic course of events did not 
occur. The mortality was shockingly high in older 
adults in whom distention was present or in whom 
localization did not occur. It was unduly high in young 
children who presented such atypical symptoms and 
signs as diarrhea and hyperpyrexia. The obese patient 
runs a special risk in acute appendicitis, not because 
obesity has anything to do with the disease but be- 
cause it masks the signs and makes the physical find- 
ings very much harder to elicit. In the Charity Hos- 
pital series almost the only constant symptom was 
abdominal pain, though there was nothing constant 
about its onset, location and character. Almost the 
only constant sign was abdominal tenderness, though 
there was nothing constant about the time of its onset, 
its location and its degree. 

The pathologic process in acute appendicitis is ordi- 
narily classified as simple acute, gangrene, rupture 
and abscess. The progression is unfortunately correct, 
but more lives would be saved in this disease if more 
physicians regarded gangrene. rupture and abscess as 


what they are, that is, the complications of acute ap. 
pendicitis and not an inherent part of the disease. 
They occur because of delay and mismanagement, 
They are readily preventable. They are almost never 
inevitable. Rupture is still recognized as a lethal pos- 
sibility, at least by the physicians who are not com- 
pletely bemused as to what the antibiotics can achieve, 
but there is a rather general feeling that the formation 
of an abscess is in the nature of a blessed event. It is 
not. The correct concept of an appendiceal abscess 
is that it is an unfortunate complication which will 
not occur in a properly handled case (Figure 7). 

What, then, is the solution of the problem of acute 
appendicitis and its unnecessary deaths? Curiously, 
the solution was stated, with vigor and absolute accu- 
racy, in a textbook published in 1914: 

Acute appendicitis is frequent, serious, alarming, mul- 
tiple in its manifestations and aspects, as clearly a surgi- 
cal disease as a broken leg, a disease that demands the 
services of a surgeon as soon as it is suspected, a disease 
in which medical treatment is relegated in the best practice 
**to the limbo of contemptuous oblivion.” 
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Child 


The “Submarginal” 


BY H. D. LYNCH, M.D., W. 


“Only the ‘optimum ’is good enough 

for our children and this should 

be the goal for which we strive.”’ 
—Parsons 


WessTER defines “‘submarginal” as ‘“‘under the mini- 
mum allowing economic return; as, submarginal land.” 
It is appropriate to apply the term “‘submarginal” to 
children who are nutritionally inferior—superficially 
“normal” but showing the following symptoms: ano- 
rexia, growth failure, irritability, gastrointestinal up- 
sets including vomiting and constipation, repeated 
infections, chronic fatigue, pallor and, frequently, den- 
tal caries. We have described this common entity 
when associated with an inadequate intake of protein 
as childhood hypoproteinosis. 

The history typically follows a definite pattern. The 
presenting complaint is almost invariably “My child 
won’t eat.” 

Characteristically, milk and starchy foods form the 
bulk of the diet, while meat, eggs, cheese, fish and 
other solid protein foods are refused. 

The purpose of this paper is to emphasize the wide- 
spread prevalence of this clinical entity and to outline 
a means of helping parents solve the paradoxical 


problem of childhood nutritional deficiency in a land 


of plenty. 
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The child with the syndrome of childhood hypoproteinosis 

is nutritionally submarginal. An accurate dietary history is the key 
to diagnosis. His symptoms and physical findings 

are associated with an inadequate intake of solid protein foods. 
Effective management depends on a drastic revision of the family’s 
eating habits and orientation of the parents with respect 
to the facts of nutrition. Parents cannot be relieved 

of the responsibility for this adjustment by the sop of a tonic 

or an “‘appetite-promoting”’ supervitamin. Results of therapy 

of this prevalent form of malnutrition can be as gratifying as those 
achieved from the use of our justly acclaimed “wonder” drugs. 


D. SNIVELY, JR., M.D. AND W. E. HENRICKSON, M.D. 


The following case history is typical and will have a 
familiar ring to all physicians who see children: J. T. B., 
a 4-year-old white boy, was brought in because of easy 
fatigability, nervousness, refusal to eat and refusal to 
swallow food after chewing it. He often held his food 
in his mouth for hours. This “only child” lived with 
four adults—his parents and grandparents. He was 
subjected to much coaxing and bribing at mealtime. 
Although he had always drunk quantities of milk and 
eaten crackers and cookies between meals, he could 
not be tempted to eat meat and other solid foods at 
the table. On examination he was found to be under- 
height and underweight for his age and to have poor 
tissue turgor and mild pallor. His musculature was 
flabby and his posture poor. Pronounced dental caries 
was present. He was irritable and uncooperative. 
Examination of his blood revealed a microcytic hypo- 
chromic anemia. There were no other salient physical 
or laboratory findings. 

This child is representative of a vast army of nutri- 
tionally submarginal children seen in private and 


clinic practice from coast to coast and from border to 
border. 


Etiology 


The etiology of this nutritional syndrome is a com- 
plex one. It revolves around the fact that the funda- 
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mental biologic requirements of the growing child are 
neither generally known to parents nor agreed upon 
by physicians. Moreover, it is not enough to know 
what the child needs, for parents must also know how 
to get him to eat it. Frequently, the emotional and 
social attitudes of the parents destroy the child’s de- 
sire to eat. He is begged, bribed, brow-beaten, be- 
labored and even beaten in an attempt to get him to 
eat. 

How can anything appear attractive if it is too 
plentiful? How can anything be pleasant if it is forced? 
Yet parents are distraught when the child is not eager 
for something that is being poked down his satiated 
gullet. 

Our discussion of the following fables and facts will 
highlight the mistaken ideas about what the child 
needs and the absurd means employed to get food in- 
to him. These fables are made to sound credible by 
incessant repetition over such media as television, 
radio and movies. 


Faste No. 1 


“Infants and children should be given more and 
more food as they become older and more active.” 

Fact. Infants and children should be fed in accord- 
ance with their appetite, which is determined largely 
by growth needs. These vary from time to time. Chart 
1 shows the growth rate curve of children. The pre- 
school child is in a valley of minimum weight gain; 
hence, in a valley of minimum appetite. 


Faste No. 2 


*‘All that is needed for good nutrition is a quart of 
milk a day.” 

Fact. While milk contains important nutrients, it is 
not a “complete” food. Its caloric distribution is far 
from the ideal for a balanced diet. Preschool children 
tend to substitute milk and readily gulped tidbits for a 
balanced diet when parents try to force food at mealtime. 

In 1931 Brennemann said: “Milk, the great ‘pro- 
tective food,’ has been crammed down our and our 
children’s throats, in season and out of season, al- 
though the observing, practical pediatrician has long 
known that even in the use of milk, children should 
be dealt with as individuals and that the slogan of ‘a 
quart of milk or more a day’ originated in the labora- 
tory, and has a sweeter sound to the milk producer 
than to the pediatrician.” 


Fase No. 3 


“Children need vegetables in quantity if they are to 
be well nourished.” 

Fact. Fruits are just as nutritious as vegetables and 
many children prefer them. 
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Faste No. 4 


‘Minerals, especially calcium, and vitamins are 
substitutes for food.” 

Fact. While minerals and vitamins are essential to a 
balanced diet, they are not substitutes for other 
nutritional essentials. 


Fase No. 5 


“Protein is of importance only for dogs and live- 
stock.” 

Fact. Protein is of basic importance not only for 
animals, but for children. Its amino acids, the ‘‘build- 
ing blocks for growth,” are needed by children as they 
are by animals. Animal fanciers would not tolerate 
mistreatment of their charges with the food permitted 
many preschoolers. 


Faste No. 6 


“Children will starve and lose weight unless forced 
to eat.” 

Fact. No normal child will starve with food in front 
of him unless an attempt is made to force him to eat. 
Such forcing is a sure way of getting him to eat less, 
not more, food. When food is forced, rebellion is in- 
evitable and mealtime becomes an unpleasant time for 
the whole family. The child loses his appetite when 
he comes to the table and will eat willingly only be- 
tween meals when he is free from parental pressure. 
Parents who force food at mealtime train the child’s 
appetite to “leap-frog” mealtime. 


Faste No. 7 


‘Hunger is a harmful sensation, hence children 
should never be permitted to remain hungry.” 

Fact. Hunger is the chief stimulus to eating. The 
child who never becomes hungry never really eats, 
thus he is deprived of one of the real pleasures of life. 


Fase No. 8 


“Children will choose a sound diet regardless of 
what foods are permitted them.” 

Fact. When children are allowed to eat what and 
when they will, they often may choose a high carbo- 
hydrate diet, washed down with palatable liquids and 
when they have once become conditioned to an intake 
of milk, sweets and starches, they continue to crave it 
unless drastic steps are taken. 


Faste No. 9 


“Each child requires three ‘harvest-hand’ meals 
daily.” 

Fact. No child, especially the preschool child, should 
be expected to eat three large meals a day. When 
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L. S. 


T. H., 4% years of age, is below the 50th percentile in height and 
below the 50th percentile in weight. Since he was an infant he has 
been living on a diet of carbohydrate snacks taken largely between 
meals and washed down with palatable liquids. Physical examina- 
tion reveals a pale, apathetic little boy with flabby musculature. He 
has rampant dental caries, protuberant abdomen and a woebegone 
expression most of the time. Laboratory findings reveal a microcytic, 
hypochromic anemia. 


R. W., 3 years of age, is below the 3rd percentile for weight and be- 
low the 3rd percentile for height. This unhappy little boy had foods 
forced soon after the end of the first year of life. As a result of this 
forcing, he took to eating between meals. At the time this photograph 
was taken, he was living on a diet of carbohydrate tidbits washed 
down with generous amounts of milk and soft drinks. When in- 
formed of the types of food this little boy must not eat between meals, 
the mother exclaimed “But, he has been living on that!” Physical 
examination revealed rampant dental caries, large cervical glands, 
marked pallor, poor tissue turgor, flabby musculature, protruding 
abdomen and poor posture. 


E. T., 4 years of age, is below the 50th percentile in height and below 
the 50th percentile in weight. She has suffered repeated infections. 
She has subsisted since infancy on a diet of cake, cookies, sandwiches 
and the like, washed down with generous amounts of milk. Her 
physical examination reveals marked pallor, rampant dental caries 
and cervical adenitis. Her tissue turgor, however, is good, and her 
musculature firm. Her posture is good. Her psychologic attitude is 
not good, and she is an unhappy little girl. 


L. S. is 3 years of age. Her weight is on the 50th percentile and her 
height ts above the 50th percentile. She has always enjoyed exuberant 
good health. She eats generous amounts of cheese and eggs, with 
moderate amounts of meat. She drinks one glass of milk daily. 
Physical examination reveals no abnormal findings. Tissue turgor 
ts excellent and musculature is remarkably firm. This little girl 
overflows with energy and literally sparkles. 
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parents permit the unmolested appetite to be the 
guide and make a limited number of sound foods 
available to the child, he will eat enough to obtain 
optimal nutrition. 

Poems taught to school children suggest that milk, 
bread and vegetables will make them “grow and grow 
and grow.” A popular song advises that the way to 
“start the day off right” for the toddler is to provide 
him with candy bars, crackerjacks and bubble gum. 
It ends with the plaintive but logical query, ‘When ya 
gonna grow?” 


The immediate responsibility for childhood feeding 
problems rests upon parents who try too hard. It 
begins with the infant’s precipitous drop in food re- 
quirements and growth rate which occurs shortly 
after the twelfth month. The early preschool age is 
really a transition period and the toddler, no longer 
an infant and not yet a child, is really a transition 
individual—a “‘little Mr. In-Between.” 

During the first year, he was nourished largely by 
sucking. Now, instead of sucking, he must chew. He 
must develop new tastes; must learn to use the utensils 
of adult eating. He must do all this when his declining 
growth rate demands less, not more, food. 

And he must make other transitions too—must 
depend more upon himself, must get along with 
others, must learn to take as well as to give. He is 
impelled to assert his independence, refusing food 
when he sometimes wants it. The impact of these 
social and emotional factors is seldom recognized by 
parents. 

How often do we hear the remark, ‘Well, at least I 
got the milk down him!” Yet the victory is a hollow 
one for it adds to the child’s emotional disturbances 
and does little to solve his nutritional problems. Milk 
is a dilute source of high quality protein. It forms a 
convenient vehicle to wash down starchy snacks. 
Because of its fat content, it tends to satiate the 
appetite. Submarginal children consistently eat diets 
in which the per cent calories contributed by protein 
ranges from 8 to 13 per cent rather than the ideal of 
about 20 per cent. Other nutrients are usually present 
in adequate amounts, except for iron, which is often 
deficient. 

In clinical deficiency states seen in practice, it is 
often difficult to precisely delineate the deficient 
nutrients. Nevertheless, much of the symptomatology 
of childhood hypoproteinosis is clearly consonant 
with that of protein deficiency. 

Such symptoms as anorexia, failure to gain weight, 
poor tissue turgor, inadequate muscular development, 
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T. D. 


D. V., 5 years of age, is above the 50th percentile for weight and on 
the 50th percentile for height. He has always enjoyed good health, 
with no appetite problem at any time. He eats well of solid protein 
foods, including meat, fish, eggs and cheese, and drinks about a 
pint and a half of milk daily. He does not eat between meals. Physical 
examination reveals a remarkably healthy child, with outstandingly 
good posture and no physical abnormalities. His disposition is sunny 
and he radiates the joy of living. 


T. D., 4 years of age, is above the 50th percentile for height and 
above the 50th percentile for weight. This little girl’s diet consists of 
meat, eggs and fruits, with small amounts of milk each day. Physi- 
cal examination reveals a very well-nourished child with good tissue 
turgor and no evidence of infections. Her teeth are in good condition, 
with no dental caries. She has a happy disposition and was cheerful 
and cooperative during the examination. 
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irritability, vomiting, constipation and frequent infec- 
tions are frequently observed in protein deficiency. 
There is experimental and clinical evidence that pro- 
tein deficiency may be a factor in dental caries. The 
pallor of the submarginal child appears to be due to a 
mild anemia—hypochromic and microcytic. Iron in 
the absence of adequate protein neither prevents nor 
cures it; we are convinced that protein deficit is a 
factor in its genesis, as emphasized elsewhere. 


Diagnosis 


The diagnosis of childhood hypoproteinosis is 
based on the history of a dietary in which the intake 
of solid protein foods is low. Probing and careful 
appraisal of the history are required. Quantitative, 
detailed food diaries are sometimes essential. 

The second diagnostic criterion is the presence of 
a combination of two or more of the symptoms above 
outlined. Most of these are present in the typical 
case. 

There is no laboratory test for mild protein de- 
ficiency. Blood protein levels do not accurately reflect 
the protein stores of the body, probably because, as 
pointed out by Ewerbeck, children with protein de- 
ficiency have a decrease in plasma volume which 
makes an abnormally low blood protein content 
appear normal. The hemoglobin level has been re- 
ported to be a fairly good index of the state of protein 
nutrition and we have found this to be true. 


Management 


There are three steps essential for effective manage- 
ment. 

I. Parents must be impressed with the fact that the 
child’s health depends upon what he eats. An ex- 
planation of the vague term “health” must be made to 
parents. Health means vigor, good resistance to in- 
fection, good color, firm musculature, and its corol- 
lary, good posture, strong, straight bones, good teeth 
and happiness. A poorly nourished child does not 
possess these attributes. 

II. Parents must be told what foods the child needs 
to provide this elusive thing called health. So we 
discuss the child’s need for protein; we point out that 
this need cannot be met if foods providing generous 
amounts of this essential nutrient are replaced by 
palatable liquids and high carbohydrate tidbits. The 
nutritionally deficient child cannot be restored to 
health with a prescription for a vitamin or tonic. The 
toots of this problem originate in ground steeped in 
the emotions and rituals of family life. A tonic does 
not relieve the parents of the difficult responsibility 


GP january 1955 


family life which involves basic changes of attitude for 
all members of the family. 

Having explained that protein is the keystone nu- 
trient essential for growth, defense against infection, 
repair of tissue, manufacture of enzymes and so on, 
we give the parents a diet list providing generous 
amounts of solid protein foods. Milk is omitted when 
it has been consumed to the exclusion of other foods. 
This omission may be the key to success, for it makes 
the drastic change in eating habits easier for both 
parents and child. 

When the child with hypoproteinosis is permitted 
milk at a meal, he will swig it first and his appetite 
is satisfied so that he wants no solid food for that meal. 

A typical menu with high protein content is as 
follows : 

Breakfast 

Fruit juice 

Egg and bacon or ham 

Cereal or whole-wheat toast and butter 
Lunch 

Fruit 

Cottage cheese, egg or meat 

Whole-wheat bread or rye bread and butter 
Dinner 

Meet, fish or chicken 

Vegetables or fruit 


Whole-wheat bread and butter 
Fruit dessert 


For the child who has not consumed excessive 
quantities of milk, we permit a small glass at the end 
of the meal if desired. 

III. Parents must be told how to go about getting 
the child to want to eat the necessary foods. There 
must be a specific time and place in which the child 
is given the opportunity to eat. The time, of course, 
is mealtime and the place, the table. The desirability 
and attractiveness of food is lost if the child can have 
food at any time and at any place. He must want to 
eat, but this cannot be accomplished by drowning him 
in a sea of food. 

Hunger is the chief stimulus to eating. Obviously, 
it must be encouraged if it is to exert its effect. Not 
only should the opportunity of eating be limited to 
mealtime, but this period must be made short and 
pleasant. If the child does not care to eat, he should 
be dismissed from the table promptly, not to return; 
further, he should have no more food until the next 
meal. 

Children, as members of the family group, are not 
“privileged characters” and they are to eat the 
family fare. We suggest that small amounts of the 
proper foods with emphasis on protein be presented 
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and that the child be given additional amounts only 
if he desires them. 

The illustrations show several nutritionally sub- 
marginal children prior to treatment. Included for 
contrast are several children with optimal nutrition as 
a result of sound psychologic management and its 
corollary, proper food intake. 


Prevention 


Prevention of problems of childhood nutrition is 
our goal. This can be achieved by consultation be- 
tween parents and physician at the end of the first 


PoundaGeined Per 6 Months 


Chart 1. Growth Rate Curve. 


This chart shows the growth rate curve in pounds gained per six 
months based on figures supplied by Dr. Harold C. Stuart, De- 
partment of Maternal and Child Health, Harvard School of Public 
Health, Boston, Mass. 


year. We point out that the child’s growth, hence lis 
appetite, will decrease drastically shortly after the e:id 
of the first birthday. This is normal and no cause for 
alarm. We suggest that milk be limited to small amounts 
at the end of meals—no more than a pint a day. We 
discourage the pernicious habit of between-meal snacks 
and sweet desserts. We explain to parents that the 
satisfaction of hunger is among life’s basic pleasures. 
They are admonished not to deprive their child of 
this pleasure. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


GP Volume XI, Number 1 


. 
1 
= Age in Yeo 
98 


ber 1 


Simplified Diabetic Diets 


ADEQUATE CONTROL of the diabetes is necessary for the 
maximal prolongation of the life and comfort of patients 
with this disease. The poorly controlled patient is 
healthy for a few years, but he soon develops degenera- 
tive complications—neuropathy, retinopathy and ar- 
teriosclerosis. On the other hand, the well-controlled 
patient is able to avoid these complications for a longer 
period of time. 

To be well controlled a patient should: (1) be free of 
all symptoms of diabetes, (2) have no hypoglycemic 
episodes, (3) maintain an optimal weight, (4) have a 
normal blood sugar during most of the day, and (5) 
have little or no glycosuria. 

Good control is impossible in the patient who eats an 
imegular diet, as more insulin is required on the days 
of high caloric intake and less is required on the days 
oflow caloric intake. Therefore, it is necessary for each 
patient to have a diet list to use as his daily guide. 

The diabetic diets of the past were complicated by 
the use of percentages and grams. Not only did this 
complicate the planning of the diet by the physician, 
but it made it mentally impossible for the uneducated 
patient, and physically impractical for the traveling 
patient, to follow his diet. In an effort to alleviate this 
Situation, a joint committee of the American Diabetes 
Association, the American Dietetic Association, and 
the United States Public Health Service developed a 
system of simplified food exchange lists in 1949. The 
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A constant carbohydrate and caloric intake ts necessary 
for the control of the diabetic patient using insulin. By using 
the American Diabetes Association food exchange lists, 

this problem has been greatly simplified for both the physician 
and the patient. As a general rule, the patient is given 

a diet adequate for his optimal weight and then is 

given enough insulin to control his diabetes. 


BY JAMES M. MOSS, M.D. 
Georgetown University School of Medicine, Washington, D. C. 


value of this system is attested by the fact that these 
lists are now in use by over 1,000 hospitals and 5,000 
physicians in the United States. 


Food Exchange Lists 


All foods are classified into one of seven basic ex- 
change groups according to the content of carbohy- 
drate, protein and fat. Because of the variations in the 
composition of the foods and in the size of the serv- 
ings, it is obvious that any food table such as this is 
only approximate. In practice, it is found that these 
diets are as accurate as were the weighed diets of the 
past. The daily variations in the caloric requirements 
due to variations in exercise and stress make a farce of 
any rigid system of dietary regulation. 

The first exchange group (Table 1) consists of the 
equivalents of % pint (8 oz.) of whole milk. This con- 
tains 12 grams of carbohydrate, 8 grams of protein and 
10 grams of fat for a total of 170 calories. If skim milk 
is used, it is possible to eliminate 10 grams of fat and 
cut the calories to 80. 

The second exchange group (Table 2) consists of the 
leafy vegetables. There is so little carbohydrate or 
other source of calories in these foods that accurate 
measurement is not necessary if the patient eats no 
more than one cupful at a meal. It is important for the 
physician to remind the patient of the high caloric 
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taste 4 
Fruit Exchanges* 


tasie 
Milk Exchanges 


Per serving: carbohydrate, 12 Gm.; protein, 8 Gm.; fat, 10 Gm. 
Type of Milk Approximate Measure 


Per serving: carbohydrate, 10 Gm. 
Food 


Approximate Measure 


Whole milk (plain or homogenized) 1 cup (8 oz.) Apple (2-in. diameter) 1 
Skim milk* cup Ya cop 
Evaporated milk Ya cup Apricots 
Powdered whole milk % cop Fresh 2 medium 
Powdered skim milk (nonfat dried milk)* % cop Dried 4 halves 
Buttermilk (from whole milk)’ 1 cup Gunton Yo small 
Buttermilk (from skim milk)* 1 cup Shiites 1 cup 
*Since these forms of milk contain no fat, two fat exchanges may once tel en 
be added to the die! when they are used. Cantaloupe (6-in. diameter)** “% 
Cherries 10 large 
Dates 
Figs, fresh 2 large 
Figs, dried 1 small 
Grapefruit** Ya small 
Grapefruit juice** Ya cup 
2 Grapes 
Leafy Vegetable Exchanges 
Honeydew melon (7-in. diameter) Ye 
Negligible carbohydrate, protein, and calories if 1 cup 
(200 Gm.) or less is used Orange jvice** Yo cup 
‘ 
Asparagus Greens* Lettuce 
Broccoli* Beet greens Pineapple Ya cup 
Brussels sprouts Chard, Swiss* Okra 
Cabbage Collard Pepper* 2"medium 
Cauliflower Dandelion Radish Prunes, dried 2 medium 
Celery Kale Saverkraut 2 
Chicory* Mustard String beans, young Tongerine 1 large 
Cucumbers Spinach Squash, summer Watermelon 1 cup 
Escarole* Turnip greens Tomatoes* 
Eggplant Watercress* 


*Unsweetened canned fruits may be used in the same amount as 


listed for the fresh fruit. 
**These fruits are rich sources of ascorbic acid. 


*These vegetables have high vitamin A value. 


TABLE 3 


Vegetable Exchanges 


Per serving: carbohydrate, 7 Gm.; protein, 2 Gm. 
(1 serving = % cup = 100 grams) 


Beets Pumpkin* 


Carrots* Rutabaga 
Onions Squash, winter* 
Peas, green Turnip 


*These vegetables have high vitamin A value. 
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Bread Exchanges 


taste 6 


Meat Exchanges 


Per serving: protein, 7 Gm.; fat, 5 Gm. 
Food Approximate Measure 
Meat and poultry, medium fat 
(beef, lamb, pork, liver, chicken) 1 oz. 
Cold cuts (4Y2 in. square, Ve in. thick) 1 slice 
Frankfurter (8 or 9 per Ib.) 1 
Fish 
Cod, mackerel 1 oz. 
Salmon, tuna, crab Ye, cup 
Oysters, shrimps, clams 5 small 
Sardines 3 medium 
Cheese 
Cheddar or American 1 oz. 
Cottage Ye cup 
Egg 1 
Peanut butter* 2 Thsp. 


*Deduct 5 gm. carbohydrate per serving when used in excess 


one exchange. 


of 


Per serving: carbohydrate, 15 Gm.; protein, 2 Gm. 


Food 


Bread 
Biscuit, roll (2-in. diameter) 
Muffin (2-in, diameter) 
Cornbread (1 2 in. cube) 

Flour 

Cereal 
Cooked 
Dry (flake and puffed) 

Rice and grits, cooked 

Spaghetti and noodles, cooked 

Crackers 
Graham (212 in. square) 
Oysterettes 
Saltines (2-in. square) 

Soda in. square) 
Round, thin (1 Y2 in. diameter) 

Vegetables 
Beans and peas, dried, cooked 

(lima, navy, split pea, cowpeas) 
Beans, lima, fresh 
Beans, baked, no pork 
Corn, sweet 
Corn, popped 
Parsnips 
Potatoes, white—baked or boiled 
(2 in. diameter) 
Potatoes, sweet or yams 
Potatoes, white—mashed 
Sponge cake, plain (1 Y2 in. cube) 
Ice cream (omit 2 fat exchanges) 


2% Tbsp. 


Ya wp 
% cup 
Ya cup 
Yo cup 


2 


20 (% cup) 
5 
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taste 7 
Fat Exchanges 
Per serving: Fat, 5 Gm. 
Food Approximate Measure 
Butter or margarine 1 tsp. 
Bacon, crisp 1 slice 
Cream 
Light, 20 per cent 2 Tbsp. 
Heavy, 40 per cent 1 Tbsp. 
Cream cheese 1 Tbsp. 
French dressing 1 Tbsp. 
Mayonnaise 1 tsp. 
Oil or cooking fat 1 tsp. 
Nuts 6 small 
Olives 5 small 


Avocado (4-in. diameter) 


tase 8 


Caloric levels of sample meal plans 


Plan Carbohydrate (Gm.) Protein (Gm.) Fat (Gm.) Energy (cal.) 


1 125 60 
2 150 70 
3 180 80 
4 220 90 
180 80 
6* 250 100 


50 
70 
80 
100 
80 
130 


1,200 
1,500 
1,800 
2,200 
1,800 
2,600 


*Planned particularly for children. 


1 slice 
1 
Ye 
Yo cup 
J Ya cup 
cup Meal 
Ys cup 
1 cup 
% cup 
Ye cup 
we Yr cup 
1 


value of the seasoning agents that are often added to 
these foods. : 

The vegetables that contain a moderate amount of 
available carbohydrate are grouped in the third ex- 
change list (Table 3). This list contains such popular 
vegetables as peas, carrots, beets and squash. A serving 
of 4 cup contains an average of 7 grams of carbohy- 
drate and 2 grams of protein to give about 35 calories. 

The standard fruit serving is calculated to contain 
10 grams of carbohydrate or 40 calories. The equiva- 
lents (Table 4) are not difficult to remember if the pa- 
tient studies the illustrations in the food exchange 
tables. He soon gets a mental picture of the size of each 
serving and is able to select the proper amount without 
the aid of scales or measuring cups. 

The vegetables that contain a large amount of carbo- 
hydrate are listed with the bread exchanges (Table 5). 
In order to get 15 grams of carbohydrate and 2 grams 
of protein, the patient may have a slice of bread, 4% 
cup of lima beans, or 2 graham crackers. A liberal use 
of illustrations in the food exchange lists makes these 
equivalents easy to remember. 

An ounce of meat (Table 6) contains 7 grams of pro- 
tein and 5 grams of fat to yield 75 calories. An egg or a 
slice of cheese or luncheon meat is the equivalent. The 
larger servings of meat eaten with the main meal are 
usually three times this amount and are the equivalent 
of a small steak, 2 meat balls or 1 small pork chop. 

The equivalents of a teaspoonful of butter (Table 7) 
are a slice of bacon, 6 peanuts or 2 tablespoonfuls of 
cream. These contain 5 grams of fat and give 45 calories. 


Prescribing a Diet 


From the data in these seven food exchange lists, it 
is a simple matter to calculate the diet that one desires. 
In order to further simplify this job, meal plans in six 


different calorie levels have been prepared (Tab/e 8), 
About one-fifth of the total calories comes from protein 
and two-fifths each from fat and carbohydrate. This is 
less fat than the diabetic diets of the past, but is similar 
to the average American diet of today. 

The diets are divided so as to give a small breakfast, 
a medium lunch, a large supper and a small feeding at 
bedtime. This meal distribution is satisfactory for the 
patient on protamine zinc insulin. For the patient on 
NPH or globin insulin, it is often desirable to give the 
supplementary feeding at 3 P.M. instead of at bedtime. 

Meal plan number 1 contains 1,200 calories and is 
used in the obese patient. Number 2 contains 1,500 
calories and is used in the short or inactive woman. 
Number 3 contains 1,800 calories and is used in the tall, 
active woman or the short inactive man. Number 4 con- 
tains 2,200 calories and is used for the average man. 
A quart of milk is in plans 5 and 6, since they are de- 
signed for children and adolescents, respectively. 

From an emotional standpoint, it is good to start the 
patient out on fewer calories than it is expected that he 
will need. Then it is possible to make additions as 
necessary to maintain weight and avoid hypoglycemia. 
It is much more difficult to subtract from an established 
diet in an effort to control obesity and hyperglycemia. 
Attempts at dietary control without the aid of insulin 
are rarely justified in the nonobese diabetic. The obese 
diabetic, on the other hand, is in need of strict caloric 
restriction and seldom needs insulin. 

Asa general rule, the patient is put on a diet adequate 
for his optimal weight and then is given enough insulin 
to control his diabetes. 

Nutritional cripples may result from the use of in- 
adequate diets in nonobese diabetics in an effort to re- 
duce the insulin dose. 

(These food exchange lists may be purchased from 
the Health Food Institute in Raleigh, North Carolina.) 


So Help Me, Hippocrates 


RESOLVED, that I, Dr. 


, will attend the 1955 


Scientific Assembly of the American Academy of General Practice in Los 
Angeles, March 28-31, and that with these words I will instantly take steps 
to implement this resolution, as follows: 

. Make appropriate marks on calendar. 

. Instruct secretary to obtain hotel and transportation reservations. 

. Instruct secretary to assist me in impressing all patients with the fact 
that their welfare and mine depend upon my being in Los Angeles in 
March, 1955. 

. Arrange for substitute in practice. 
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Splinter Hemorrhage 


BY ROBERT J. GILSTON, M.D. 


THE PRESSURE of the growing nail causes the charac- 
teristic linear appearance of nail bed petechiae. They 
ae called “‘splinter hemorrhages” because they re- 
semble subungual foreign bodies. True splinters or 
divers are contiguous with their point of entry at the 
dirt line, whereas hemorrhages are usually separated 
from the dirt line by an area of uninvolved nail bed. 
Dark striations may be tattooed on the external sur- 
ce of the nail, and can be scraped away with a blade. 

Minor trauma (manicuring, typing, etc.) in which 
the nail is lifted against its attachment to the bed, 
acounts for most splinter hemorrhages. Blood dys- 
crasias, infectious diseases, deficiency states, allergy, 
metabolic dysfunction and intrinsic or extrinsic toxins 
may cause generalized or localized hemorrhagic phe- 
nomena, and subungual capillary bleeding. 

In subacute bacterial endocarditis and in trichi- 
nosis, the appearance of splinter hemorrhages has 
special clinical significance. Where these diseases are 
suspected, the nail beds should be inspected daily for 
the appearance of “showers” of petechiae. 

These may disappear after several days, or new 
‘tops may appear. In some instances of subacute bac- 
terial endocarditis, the hemorrhages are delicate and 
wre situated at the distal end of the nail bed. The 
plinter hemorrhages associated with trichinosis are 
ften blunted and more proximal. 

For a long time it was believed that emboli caused 
the petechiae; this is true in some cases, but other 
fctors are now recognized, notably toxins which act 
on the capillary endothelium. 
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Figure 1. Trichinosis. The hemorrhages are somewhat confluent 
and tend to be more proximal. 


Figure 2. Subacute bacterial endocarditis. The individually deli- 
cate lesions are distally situated. Notice the clubbing, another 
manifestation of the disease. 
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When a pregnant woman bleeds, 
abortion may or may not be imminent. 
The vaginal smear or observation 
of vulvar fluorescence 


helps make the distinction. 
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Practical Therapeutics 


The Realistic Management of Threatened and Recurrent Abortion 


BY RALPH C. BENSON, M.D. 


Department of Obstetrics and Gynecology, University of California Medical School, San Francisco 


UNINTENTIONAL spontaneous abortion accounts for at 
least 7 per cent, and perhaps as many as 20 per cent of 
all human pregnancies. In this country alone, more 
than 240,000 miscarriages occur each year. This wast- 
age of potential life has occasioned considerable 
pessimism among laymen and physicians alike. Since 
the introduction of potent steroid sex hormones, how- 
ever, boundless optimism has prevailed. This reliance 
upon hormone therapy stems, of course, from the con- 
cept that an endocrine deficiency is a major cause of 
abortion. As a result, diethylstilbestrol, a cheap syn- 
thetic artificial estrogen, has become a panacea; and 
progesterone, a natural ovarian hormone, also chem- 
ically produced, has opened new avenues of hope for 
all concerned with the problem of miscarriage. In an 
efort to supplement a further possible deficiency in 
abortion, vitamins E, P and others have also been 
peddled with the same evangelical zeal. 

It is easy to become enthusiastic about a drug or a 
routine in the practice of obstetrics and gynecology. It 
is difficult, however, to be certain of the value of this 
therapy when one has relatively few cases, an indefinite 
tumber of variables and many unknowns. Therapeutic 
uhilism, on the other hand, has also become a popular 
pose. Such an attitude may typify caution or conserva- 
ism, but it may also evince a stubbornness or unwill- 
mgness to accept new and better medications. Never- 
theless, most of us have become uncertain of the prem- 
se that primary endocrine deficiency is the cause of 
the majority of abortions. Moreover, we have come to 
doubt the benefit resulting from the administration of 
certain hormones, diethylstilbestrol among others, in 
the prevention of the accidents of early pregnancy, 
because of the lack of convincing evidence of their 
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value. It is time for us to pause and appraise our gains, 
if any, in the management of abortion. Has diethylstil- 
bestrol therapy, for example, really improved the sal- 
vage of pregnancy in threatened and recurrent abortion, 
or have we been deluding ourselves and our patients? 


Definition of Terms 


Abortion, in the medical sense, is the loss of a pre- 
viable pregnancy. The improvement in pediatric man- 
agement of the very small infant has been so great, 
however, that numerous infants smaller than the 
usually accepted minimal weight for survival (1,500 
grams—32 weeks gestation) actually do live. Techni- 
cally and paradoxically, then, we occasionally salvage 
a “living abortion.” Hence, a minimal weight (1,000 
grams—26 weeks gestation) should be accepted as the 
lower limit of viability. Accurate statistics are not ob- 
tainable, but it would seem that, although more im- 
mature children survive today, the incidence of abor- 
tion has continued much the same year after year, de- 
spite steroid hormone therapy. 

Habitual abortion has come to mean the sequential 
loss of three or more previable pregnancies. This occurs 
in 0.4 per cent of all pregnancies, or about 4 per cent 
of all spontaneous abortions. Javert and co-workers 
have suggested that patients who have had three or 
more consecutive abortions, beginning with the first 
pregnancy, be designated primary habitual aborters 
(0.03 per cent). Secondary habitual abortion would 
then apply to patients who have had three or more 
consecutive abortions following the delivery of one or 
more immature, premature or full-term infants, (0.2 
per cent). Chronic abortion and recurrent abortion are 
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terms indicating repeated, although not necessarily se- 
quential abortions. 

Vaginal bleeding with concomitant pelvic pain and/ 
or lower backache during the early months of preg- 
nancy suggests threatened abortion. Although the in- 
cidence of threatened abortion is variously estimated 
at 20 to 30 per cent, it must be higher than that of 
spontaneous abortion, because most of those who mis- 
carry first threaten to abort. 

We have found that scanty uterine bleeding occurs 
in at least 15 per cent of “normal” pregnancies. In 
addition, staining due to cervicitis, cervical erosion or 
polypi is also occasionally observed. Needless to say, 
some abdominal discomfort is the rule rather than the 
exception in pregnancy. Any bleeding or pain occa- 
sions great concern for the patient and physician alike. 
Nevertheless, the tendency to regard minimal staining 
or distress as threatened abortion, particularly when 
noted at or near a monthly interval after the onset of a 
pregnancy, has not only created a demand for hormone 
therapy, but it has distorted the accuracy of our sta- 
tistics. Of course, many of the patients treated with 
hormones do not abort, but others who have not re- 
ceived these steroids have not aborted either, despite 
initial distress and spotting. Should the endocrine 
supplement invariably be given the credit for the pre- 
servation of the pregnancy? 

The designation “spontaneous abortion”’ is actually 
an admission of ignorance of the cause of miscarriage. 
We are either not in the attitude of mind to discover 
the etiology, or we are essentially uninformed of the 
cause. Something must have terminated the pregnancy, 
however; that is certain. Although we may never know 
why certain abortions occur, we have learned a great 
deal in recent years about the background of this syn- 
drome, and it is upon these data that we should base 
our philosophy and therapy. 


Etiology of Abortion 


The causes of abortion have been traditionally cata- 
logued as fetal or maternal. This would imply a de- 
ficiency in either the “seed or the soil,” so to speak. 
Maternal factors, such as uterine abnormalities and 
female constitutional, inflammatory or febrile disor- 
ders, were considered causative of abortion in 15 per 
cent of Hertig’s series and in slightly less than 13 per 
cent of Colvin’s cases. This is a small but very im- 
portant group, because the elimination of maternal 
disease, particularly that which complicates several or 
successive earlier pregnancies, can often favorably alter 
the outcome of future gestations. In certain of these 
cases, the environment can be definitely improved by 
suitable therapy. 
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Recently, urologists and gynecologists have also 
speculated upon possible paternal causes of abortion, 
but sperm defects are not easily linked with miscar- 
riage. Ever since Mall’s pioneer investigations of early 
fetal abnormalities, however, it has become increasing- 
ly apparent that most pregnancies are lost because of 
ovular defects. Hertig and Rock have indicated that 
more than 40 per cent of defective ova present absolute 
genetic or environmental faults, thus resulting in 
early loss of the product of conception. 

In about 15 per cent of abortions, other factors, rela- 
tively incompatible with fetal maturation, are present. 
Despite these latter abnormalities, the pregnancy may 
continue, with anomalies obvious at premature or term 
birth. Many of these developmental faults occur very 
early after nidation. Thirty-three per cent of Hertig 
and Livingstone’s series of abortuses, many in the early 
stages of placentation, showed evidence of hydatidi- 
form mole. 

Where the “seed” is defective, or the lineage is at 
fault, it is unlikely that we shall be able to correct germ 
plasm defects. Not only is it absurd to believe that di- 
ethylstilbestrol (or any other hormone therapy) could 
reverse a mole, correct disontogenesis or untwist a 
torsive cord, but when the process has progressed to 
the point where clinical signs and symptoms are noted, 
then, ‘All the King’s horses and all the King’s men 
can’t put Humpty Dumpty together again.” 

Trauma, of course, is a very rare cause of abortion. 

After considering the usual etiologic factors, one 
must agree with Paine that the clinical picture of abor- 
tion may, and most commonly does, represent the ex- 
pulsion ofa defective, already dead ovum. This notation 
of a fait accompli is supported by Taussig’s observation 
that the death of the ovum precedes uterine bleeding 
in spontaneous abortion, often by several weeks. Any 
attempt to prevent the expulsion of such an abortus, if 
not actually harmful, serves no useful purpose. 

When germ plasm defects are responsible for most 
abortions, a significant percentage of early pregnancies 
must terminate in fetal loss, enthusiastic articles on the 
salvage of pregnancy with hormones and vitamins not- 
withstanding. Colvin and associates, in a series of 

1,570 cases of threatened abortion, found that only 3.9 
per cent of their patients could even theoretically have 
benefited by specific (possibly hormone) therapy, with 
preservation of pregnancy. Naturally, everyone is in- 
terested in saving those three or four pregnancies in 
every 100, but few well-informed physicians are con- 
vinced that haphazard or “guess-work” empiric hor- 
mone therapy can do this. 

Malpas and, later, Eastman calculated the likelihood 
of successful termination of pregnancy in habitual 
abortion, without any therapy whatsoever. Eastman’s 
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Chances of Normal Outcome in Sequential Abortion 
Without Therapy 


Assuming a 10 Per Cent Abortion Incidence 


Previous Abortions Will Abort Spontaneous Cure Rate 
0 10.0% 

1 22.4 77.6% 
2 33.6 66.4 

3 68.3 31.7 

4 88.2 11.8 


calculation of the prognosis in these cases is most re- 
vealing (Table 1). 

Speert has stated that the above spontaneous cure 
rates may actually be higher than indicated, because of 
Bishop and Eastman’s questionable estimate of preg- 
nancies lost secondary to recurrent causes. 

It is true that measures that can be shown to increase 
the calculated salvage rate may be sound and reliable. 
However, how can we reconcile statements of salvage 
of 85 per cent or more in habitual abortion, when the 
attrition rate is admittedly so high from immedicable 
causes ? The answer is that enthusiastic therapists are 
probably inaccurate in some particular of their study. 
Actually, reliable improvement in pregnancy salvage is 
very difficult to prove statistically. Most series are in- 
adequate for accurate evaluation. Inadvertent bias may 
enter into the selection or treatment of the patients. 
Much more is done for these women than the mere 
administration of one particular hormone. (How can 
one evaluate psychotherapy in abortion?) Usually, no 
alternate case control series is presented for compari- 
son. These are the most glaring deficiencies in the 
evaluation of the problem of therapy in abortion. 

What about placebos in threatened abortion? Eager- 
ness, gullibility and a “give-it-anyhow-for-psychic-ef- 
fect,” employing unproven hormone placebos, have 
often been the reasons for such treatment. This has led 
to promiscuous, irrational and expensive endocrine 
therapy. DuBois said that such an attitude is like the 
heathen. who hews an image of a god out of a block of 
stone, and then worships the idol. A doctor prescribes 
adrug which he thinks is probably inactive, or may be 
inactive or may be potent, and gets some good results. 
Ipso facto, he comes to believe it is a good drug; then 
he becomes convinced it is an essential drug. Such 
spurious reasoning obviously accounts for much of our 
poor therapeutic literature and applies directly to cur- 
rent hormone therapy in abortion. 

There is an encouraging aspect to the problem, how- 
ever. Malpas, Eastman and Speert have each expressed 
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optimism regarding the successful outcome, without 
hormone therapy, of even a third pregnancy in women 
who have had two spontaneous abortions, provided 
known maternal or paternal disease is not operative. 
The prognosis is fair in habitual abortion and is more 
favorable in secondary habitual abortion than in the 


primary type. 


Diethylstilbestrol Therapy 


The widespread clinical application of diethylstil- 
bestrol as a potent artificial estrogen followed its syn- 
thesis in 1938 by Dodds and Lawson. The drug was 
soon administered to women who presented theoretical 
or actual estrogen deficiencies in pregnancy. In 1941 
George Van S. Smith and Olive W. Smith stated that 
diethylstilbestrol caused an increased secretion of 
progesterone in human pregnancy. They prescribed 
diethylstilbestrol, not as an estrogen essentially, but to 
attempt a stimulation of progesterone production. 
Their thesis was that this could be the result of in- 
creased utilization of chorionic gonadotrophin by the 
placental syncytium. 

Karnaky was the first to report on the value of 
diethylstilbestrol in the treatment of threatened and 
habitual abortion. His report in 1942 on the efficacy of 
diethylstilbestrol in the prevention of abortion was 
based upon a small, uncontrolled series. His rationale 
of therapy has never been proved. 

The theoretical possibility of obviating a certain 
number of abortions by providing a more normal ma- 
ternal (endometrial) environment with the administra- 
tion of diethylstilbestrol during the cycle of conception 
was first suggested by G.V.S. Smith in 1944. Over the 
ensuing years, the Smiths have insisted that they do 
not recommend diethylstilbestrol for the treatment of 
pregnancy complications, but merely for their prophy- 
laxis. Others maintain that diethylstilbestrol has a 
therapeutic value in early pregnancy, however. 

Ferguson, Dieckmann and others have shown by 
well-controlled studies that diethylstilbestrol is of no 
value in sequential abortion. Actually, the therapeutic 
reliability of diethylstilbestrol as a prophylactic hor- 
mone in pregnancy rests upon too few reports and too 
few patients, even in aggregate, to be statistically 
reliable. One can similarly demonstrate the lack of con- 
vincing data in the empiric treatment of abortion by 
progesterone, or even by a combination of this and 
other hormones. 


Hormone Status in Early Pregnancy and Abortion 


What is known about the action of hormones gen- 
erally in early pregnancy and in abortion? The endo- 
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2 
Current Knowledge of the Hormones in Early Pregnancy 


Hormone Action 


Hormone in Early Pregnancy 


Spontaneous Abortion Remarks 


Pituitary 
Gonadotrophin 
(LH and LTH) 
Chorionic 
Gonadotrophin 
(APL) 


Stimulates corpus 
luteum to produce 
progesterone 


Extends function of 
corpus luteum from 
first to second month 


levels after 2 to 3 months 


Elevation, then low 
in abortion 


Potent pituitary gonadotrophin 
not yet available for 

clinical therapy 

Even if substitution 

therapy by this hormone 

‘ were of value, would need 
enormous quantities 


Normally drops to low 


but is rarely low prior to 
second month unless 


pregnancy is grossly deficient 


Primes uterus for inhibiting 
action of progesterone. 
(2) Increases uterine- 
endometrial vascularity 


Prevents excessive destruction 
of estrogens. Aids in conversion- 
degradation of estrone 

to estriol. Causes (?) 
growth-dilatation of 

pregnant uterus 


Hypothyroidism 
predisposes to abortion. 
Protein-bound serum 
iodine high in normal 
pregnancy 


Sudden drop in urinary 
and blood estrogens 
in abortion 


Amount required to 
maintain normal 
pregnancy entirely 
theoretical 


Blood progesterone 
determination neither 
practical nor entirely 

reliable. Pregnanediol 
levels do not necessarily 
reflect progesterone 
metabolism. 


Imbalance of ratio 
estrogen-progesterone 
and sudden drop of 
pregnanediol noted in 
abortion 


Protein-bound serum 
iodine low in abortion. 
If PBI does not rise 

very early in pregnancy, 
abortion is likely to 
occur. 


If patient is hypothyroid, 
prescribe desiccated thyroid. 
Administration of thyroid 

usually raises low PBI and may 
save pregnancy in hypothyroidism. 
Thyroid for “tonic” effect, 
however, is empirical. 


crine pattern in gestation and miscarriage is still 
largely theoretical, fragmentary or based to a consider- 
able degree upon animal experimentation. The obser- 
vations and conclusions shown in Table 2 seem tena- 
ble, however. 

Heinemann, Johnson and Mann have shown that 
early pregnancy is accompanied by a marked rise in 
the protein-bound serum iodine (PBI). The titer then 
rises slowly during the later months of gestation, with 
a fall to normal post-partum, or after interruption of 
the pregnancy. The PBI has been shown to be lower 
than normal in threatened abortion, with a further 
drop in imminent abortion. The PBI, particularly the 
butanol fraction, contains significant quantities of 
thyroxine. For this reason, the determination reflects 
the level of thyroid hormone. Engstrom has linked the 
rise in PBI during pregnancy with increased steroid 
metabolism. Strange to say, estrogens may actually 
cause a refractoriness to thyroid hormone, and it is 
likely that larger than average amounts of desiccated 
thyroid are necessary for the pregnant hypothyroid 
woman. PBI levels before, and during the early weeks 
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of pregnancy may serve to indicate the need for sup- 
plementary thyroid administration, particularly in 
habitual abortion patients, as miscarriage is more com- 
mon in the thyroid-deficient woman. 

An investigation of the hormones in recurrent or 
habitual abortion and deficient pregnancy by Seegar- 
Jones and Delfs in 1951 is noteworthy. They indicate 
that supplemental pre- or postconceptual hormone 
therapy should be administered only if deficiencies are 
demonstrable. Where specific supportive hormone 
therapy is indicated, supplements (notably thyroid) 
do raise the salvage of pregnancy significantly. Plot 
and Sarup have since presented similar conclusions. 
Studies such as these emphasize the fact that, when a 
delicate endocrine balance is required, empiric hor- 
mone therapy is not without definite hazard. Unfor- 
tunately, special laboratory tests are either not avail- 
able to the practicing physician or they are too costly 
for the average patient. 

From the completely objective point of view, despite 
the present-day theoretical indications for hormone 
supplements in abortion, it is probable that when mis- 
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VAGINAL SMEARS IN ABORTION (Stained with Papanicolaou EA-50 and Orarge-G) 


Figure 1. Vormal pregnancy. First trimester. Groupings of basophilic Figure 4. Incomplete abortion. Reappearance of large, flat, super- 
navicular cells from midzonal layer: “pregnancy cells.” Leuko- _—_ ficial cells without pregnancy characteristics. Numerous basal layer 
penta, (X400.) “postnatal cells.” (X400.) 

Figure 2. Incomplete abortion. Modified pregnancy-type cells. Deeply Figure 5. Incomplete abortion. Eosinophilia of all elements. Deep 
tosinophilic upper layer cells and basophilic basal layer cells. cells present. Phagocytosis extreme. Collection of leukocytes and histio- 
leukocytosis, (X400.) cytes about cellular and trophoblastic debris in “rosettes.” (X270.) 
Figure 3. Incomplete abortion. Intense acidophilia of deep and super- Figure 6. Incomplete abortion—histiocytes. Typical vacuolated, 


ficial cells. Dense, reddish, deep, “abortion cells.” Leukocytosis. “foamy” histiocytes, leukocytes, erythrocytes and bacilli. (X850.) 
(X400.) 
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VULVAR 
FLUORESCENCE 
IN PREGNANCY 


Figure 7. Spread of deep purple. 
Figure 8. Spread of purple. 


Figure 9. Spread of red. 
Figure 10. Spread of green. 


VULVAR FLUORESCENCE 
POST-PARTUM SEQUENCE 


Deep purple 
Figure 11. Chronology of spl 
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carriage threatens, a regimen of bed rest, avoidance of 
coitus and stress, together with sedation and psycho- 
therapy, is as valuable as one including unproved, 
empiric endocrine therapy. A number of procedures 
have been employed as diagnostic and prognostic aids 
in threatened, early pregnancy. Most of these are either 
highly technical laboratory tests or are prohibitively 
expensive. We have investigated the practicability of 


vaginal smear studies and vulvar fluorescence in the — 


management of abortion, and find these methods to be 
relatively simple, inexpensive and most helpful when 
done by the individual physician. These adjuncts may 
well become a part of the realistic management of threat- 
ened and habitual abortion. 


The Vaginal Smear in Abortion 


Vaginal smears are easy to obtain and stain, and can 
be appraised with considerable accuracy by anyone 
familiar with vaginal cytology characteristics. They are 
often specifically diagnostic of pregnancy and abor- 
tion, and may reveal a trend in cases involving the 
accidents of early gestation. 

A series of smears obtained before vaginal examina- 
tion and treatment will serve as a basis for comparison 
with subsequent vaginal smear preparations (Figures 1 
through 6). It is apparent that the Papanicolaou Stain 
EA-50 with Orange-G is best for routine cytologic study, 
although the less penetrating, but polychromatic Shorr 
stain can be used, inasmuch as cytoplasmic (not nu- 
clear) variations are under study in pregnancy problems. 

Predominant cell types, grouping, staining ; presence 
or absence of blood elements, mucus and principal 
vaginal flora—all are significant. No specific cells are 
diagnostic. If possible, several such smears should be 
studied, and a daily or biweekly trend recognized. 

In threatened abortion, blood and mucus increase, 
but no deep cells are observed. In imminent or incom- 
plete abortion, numerous basal cells are found in the 
spread, and this we know is evidence of termination of 
an early pregnancy—whether or not the products of 
conception have been expelled. If evacuation of the 
uterus has not occurred, abortion is inevitable and 
therapy will be useless. There is a marked shift toward 
eosinophilia, together with the deep cells. Complete 
abortion cannot be diagnosed by the smear alone, but 
where products of conception are retained, gross in- 
fection will be noted in the vaginal smear; cocci will 
predominate and “foamy” histiocytes and other 
phagocytes will be numerous in mucus and about 
cellular debris. Active bleeding will usually continue 
for many days in incomplete abortion. Randall and 
others have successfully employed the vaginal smear 
a8 a basis for specific endocrine therapy in cases where 
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progesterone effect appears deficient as evidenced by a 
high cornification level. For convenience in reference, 
we have included a summary of the typical vaginal 
cytologic findings in abortion (Table 3). 


Vulvar Fluorescence in Pregnancy and Abortion 


Fluorescence, or its practical equivalent, lumines- 
cence, is the emission of light by illuminated sub- 
stances of color not present in the illuminating radia- 
tion. Near ultraviolet light (3,200-3,600 Angstrom 
units) is used to excite the phenomenon. Filters 
(Corning 5874 or Kopp 41) are the key to the purity 
of the beam of light and various solid glass rondels are 
used to eliminate undesirable radiation below 3,200 
A.U. Mercury vapor lamps are employed because they 
are practical and portable (Vogelite #205 by Vogel 
Luminescence Corp., San Francisco, or “Black Light” 
by G. W. Gates Co., Long Island City, New York.) 

After at least seven. minutes of dark-adaptation, it 
will be recognized that all living tissues fluoresce, and 
that a unique fluorescence of the vulvar tissues is 
demonstrable from puberty to the menopause, with the 
production of a striking range of colors. Six funda- 
mental intrinsic hues have been described in vulvar 
fluorescence. These have been called: (1) deep purple, 
(2) purple, (3) green, (4) yellow, (5) brown, and at 
least one extrinsic color, (6) red. 

Prior to puberty and after the menopause, the pre- 
dominant vulvar colors under ultraviolet light range 
from yellow to brown. During the reproductive era, 
characteristic variations of purple appear in the 
pudendum, and deep purple is noted at the fourchette 
and in the labia minora during pregnancy (Figure 7). 

Following abdominal or vaginal delivery, a specific 
sequence of color changes ensues. Most important is the 
disappearance of deep purple from all areas, usually 
within four days. A lighter color, purple. remains dif- 
fusely distributed over the external genitalia, but this 
fades after about one week (Figure 8). Morton states 
that purple and deep purple are unrelated to vascular 
pattern or local temperature. Green often is seen in the 
anterior portion of the labia five or six days after deliv- 
ery and does not seem to indicate trauma (Figure 10). 
A vivid red color is noted across the labia and perineum 
after vaginal bleeding is established (Figure 9). Fresh 
blood does not fluoresce, but appears black under ultra- 
violet light. Decomposition products of blood, the por- 
phyrins, do fluoresce, with the scarlet hue noted in 
vulvar fluorescence. 

The chronology of vulvar color changes is shown 
in more detail in Figure 11. 

In spontaneous or therapeutic abortion, color 
changes similar to those which follow parturition are 
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3 
Vaginal Smear Characteristics in Pregnancy and Abortion 


Complete 
Abortion 


Tubal 
Abortion 


Pseudo- 
cyesis 


lacto-bacilli bacilli 


and/or cocci 


thin 
moderate 


moderate moderate 
thick thin 
sanguineous whitish 


modified none 
rare groups 


many typical 
or modified 
occasional very rare 


none 


occasional 


rare to 
occasional 


mixed 


slight 


rare 
decidua 
endometrium 
trophoblast 


described. This is logical, inasmuch as abortion is 
delivery in miniature. Deep purple is still present in the 
labia of the patient who is only threatening to mis- 
carry, but the color is lost in imminent, inevitable, 
missed or incomplete abortion. MacDonald and Mar- 
golese have noted the appearance of red within the 
folds of the labia before actual vaginal bleeding of 
menstruation and abortion. This has been interpreted 
as an indication of significant hormonal shifts, and an 
early pregnancy, with this sign, may be seriously 
threatened. Greenblatt has successfully treated threat- 
ened abortion cases, showing some red with even a 
deficiency of deep purple, with large doses of estrogen 
and progesterone. 


The Management of Abortion 


The treatment of abortion should be divided into 
the following: (1) preconceptual, (2) postconceptual 
and (3) emergency therapy. We have found the follow- 
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ing step-wise method of management to be realistic 
and most satisfactory. 


PRECONCEPTUAL INVESTIGATION AND TREATMENT 


1. Discussion of normal pregnancy and the men- 
tion of inevitability of abortion in a certain few. Insist 
upon cooperation and a basal body temperature chart 
before and during the planned pregnancy. 

2. Complete physical and pelvic examinations. 

3. Blood studies, urinalysis, basal metabolism and 
protein bound serum iodine. Thyroid or other hor- 
mone therapy if definite, even minor degrees of endo- 
crine aberration exist. 

4. Improvement of general status and hygiene of 
couple. Positive, direct reassurance. 

5. Elimination of infections and (2) correction of 
uterine retrodisplacements. 

6. Hysterogram to define uterine abnormalities: 
septa, myomata, polypi, cervical incompetence and 
surgery for significant or serious pelvic diseases. 
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band if specimen is persistently abnormal. 


PosTCONCEPTUAL THERAPY 


basal body temperature chart. 


iodine determinations. 


or trend. 

4. High vitamin, mineral and protein diet. 
5. Ample rest, sedation and encouragement, 
6. Frequent visits for regular antenatal care. 


7. Complete semen analysis. Self-induced specimen 
(bottle). Estimation of quantity and quality of sperm. 
Chamber count of sperm and stained smear for abnor- 
mal forms. Degree and duration of motility. Physical, 
urologic and endocrine study and treatment of hus- 


1. Early antenatal examination and review of the. 
2. Blood count, urinalysis, protein-bound serum 


3. Clinical or laboratory studies, such as vaginal 
smear and vulvar fluorescence, to establish normalcy 


EMERGENCY TREATMENT OF ABORTION 


1. Explanation of the problem of abortion with as 
much reassurance as possible to reconcile patient to a 
program of therapeutic conservatism. 

2. General and pelvic examination. (Rule out ecto- 
pic pregnancy and inevitable or incomplete abortion.) 

3. Blood count and culture of cervix if infection 
seems likely. 

4. Clinical or laboratory studies such as: vaginal 
smears and vulvar fluorescence for prognosis. 

5. Observation for at least one week (or even several 
months) if diagnosis is in doubt. 

6. Specific hormone therapy if a deficiency can be 
established. 

The management of imminent and incomplete 
abortion is not within the scope of this paper; as such, 
it would require further specific consideration. 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 


DON’T argue with the patient. 


DO sit down and explain the psychopathology. 


Too FREQUENTLY one sees a red-faced physician and 
a glowering patient sitting across the desk from 
each other, both radiating hostility. What this 
usually means is that the physician is trying to tell 
the patient that there is really nothing wrong with 
him—he just imagines that he is sick. The patient, 
with justice, is angered because he knows there is 
something wrong and he also knows that it is not 
imagination. The intellectual approach is usually 
not effective unless used by an expert. The neurotic 
manifestations are irrational and do not follow the 
tules of logic. Only one who understands the illogi- 
cality of the neuroses can approach the problem at 
the intellectual level. 

The physician must learn to recognize psycho- 
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genic symptoms which have no organic basis but 
which arise because they have some symbolic sig- 
nificance to the patient or as a result of overactivity 
of the autonomic nervous system. He must learn to 
think in terms of psychopathology as well as in 
terms of organic pathology or pathologic physiology. 
He must learn to accept the psychogenic symptom 
as real to the patient and based on genuine, if not 
physical, pathology. 

Remember that no patient was ever argued out of 
a psychoneurosis because he, like the woman con- 
vinced against her will, is of the same opinion still. 
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Semiannually GP publishes « quiz 
covering its scientific articles. 

Here are the multiple choice questions 
compiled from the July 

through December issues, 

Answers to these questions 

appear on page 161. 


Quiz 


1. Patients with hands like 
those in the illustration at the 
left have a high incidence of 

1. Congenital syphilis. 

2. Pathologic fractures. 

3. Diabetes mellitus. 

4. Congenital cardiovascular 

defects. 

5. Leukemia. 


2. When operative proce- 
dures are performed in the 
mouth or pharynx within a month prior to the onset of 
poliomyelitis : 


1. The incidence of bulbar involvement is decreased. 

The incidence of bulbar involvement is increased. 

The incidence of bulbar involvement is unchanged. 

The incidence of paralytic poliomyelitis is decreased. 
Gamma globulin will prevent bulbar poliomyelitis from 
developing. 


3. Venous thrombosis is most frequent in: 
1. Medical patients. 

2. Surgical patients. 

3. Obstetrical patients. 

4. Neurological patients. 

5. Elderly, thin patients. 


4. The following infections are increased during the 
summer: 
1. Staphylococcic food poisoning, diphtheria, rabies. 
2. Impetigo, influenza, tetanus. 
3. Bacillary dysentery, endemic typhus, meningococcic men- 
ingitis. 
4. Typhoid fever, poliomyelitis, epidermophytosis. 


5. Amebiasis, encephalitis, scarlet fever. 


5. A young woman has been having Raynaud’s phe- 
nomenon for about a year when she develops the feeling 
that food sticks in the lower part of her gullet. The prob- 
able diagnosis is 

1. Psychoneurosis. 

2. Iron deficiency anemia. 

3. Scleroderma. 

4, Thromboangiitis obliterans. 

5. Carcinoma of esophagus. 


6. In the initial treatment of pulmonary tuberculosis, 
one of the following regimens should not be used: 

1. Streptomycin and isoniazid. 

2. Streptomycin and PAS. 

3. Isoniazid and PAS. 

4. Isoniazid, PAS and streptomycin. 

5. Streptomycin and oxytetracycline. 


7. One of the following is not desirable in the treatment 
of acute dermatoses: 

1. Bran baths. 

2. Vinegar baths. 

3. Boric acid (1%) compresses. 

4. Calamine lotion without phenol. 

5. Bland ointments. 


8. The best method for performing artificial respiration 
is: 

1. Rolling the patient over a barrel. 

2. Use of a pulmotor. 

3. Schafer method. 

4. Arm lift—back pressure method. 

5. Arm lift—hip lift—back pressure method. 


9. One of the following is not among the four chief 
causes of neonatal death: 

1. Prematurity. 

2. Anoxia. 

3. Trauma causing intracranial injury. 

4. Congenital anomalies. 

5. Hemolytic jaundice. 


10. When treatment for Dupuytren’s contracture 1s 


necessary, the best choice is: 
1. Excision of the palmar fascia. 
2. Aponeurosectomy. 
3. ACTH. 
4, Vitamin E. 
5. Ionizing radiotherapy. 


11. The anabolic steroids are useful in all but one of 
the following: 

1. Short stature in boys. 

2. Postmenopausal osteoporosis. 

3. Advanced mammary carcinomatosis. 

4. Debilitating conditions. 

5. Carcinoma of the prostate. 
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12. Tuberculous meningitis is best treated by: 
1, Streptomycin, PAS and isoniazid. 

2. Intrathecal streptomycin. 

3. Intrathecal streptomycin and isoniazid. 

4. PAS and intrathecal streptomycin. 

5, Streptomycin and intrathecal isoniazid. 


13. The most serious toxic manifestations from the use 
of Viomycin are: 

1. Deafness and hypopotassemia. 

2. Vertigo and hyperpotassemia. 

3. Urticaria and deafness. 

4, Deafness and vertigo. 

5. Urticaria and vertigo. 


14. In one survey it was found that tuberculosis among 
homeless men (refugees from ‘‘Skid Row”) was 55 times 
as prevalent as among the general population. This has 
specific significance to the public health because these men: 
° Do not have access to sanatorium care, 

. Often take temporary jobs as food handlers. 

. Are usually too old to receive adequate drug therapy. 
. Are mainly alcoholics. 

. Are medically indigent. 


15. Using a distance vision chart, if the patient reads 
less than 20/20, which one of the following interpreta- 
tions should not be considered ? 


1, There is hyperopia of the latent type. 

2. There is myopia. 

3. There is astigmatism. 

4, There is disease involving the ocular media, the retina or 
higher centers of the brain. 

5. The patient is not making a conscientious effort to read 
the smaller print. 


16. Septicemia complicating extensive burns is most 


likely to be due to 


1, Staphylococcus aureus, gram-negative bacilli. 

2. Streptococcus hemolyticus, Staphylococcus aureus. 
3. Streptococcus fecalis, Staphylococcus aureus. 

4. Diphtheria bacillus, Streptococcus hemolyticus. 

5. Streptococcus fecalis, Streptococcus hemolyticus. 


17. E. coli bacteremia would be most likely to occur 
following 


1, Pulmonary embolism. 

Myocardial infarction. 

. Retrograde urography. 
4. Food poisoning. 

5. Urticaria. 


18. The x-ray films shown at 
the right indicate: 


1. Bronchogenic carcinoma and 
hypertrophic osteoarthropathy. 

2. Aneurysm of the aorta and lu- 
etic osteitis. 

3. Bronchogenic cyst and osteo- 
myelitis. 

4. Malignant thymoma and scurvy. 

5. Neurofibroma and rickets. 
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19. Highest concentrations of oxygen are delivered 
most efficiently by: 


1. Double bent nasal catheter. 
2. Oxygen tent. 

3. Oxygen mask. 

4. Face tent. 

5. Rubber nasal catheter. 


20. One of the serious complications of antibiotic 
therapy is a “superinfection”—a new bacterial disease 
appearing during or after administration of an antibiotic. 
The incidence of such superinfections correlates with 


1. Use of penicillin alone—the type of bacteria originally 
present—age of patient (less than 3 years). 
2. Use of broad-spectrum antibiotic—the type of bacteria 
originally present—age of patient (less than 3 years). 
3. Site of original infection—use of broad-spectrum anti- 
biotic—type of bacteria originally present. 
4. Age of patient (less than 3 years)—-site of original infec- 
tion—use of broad-spectrum antibiotic. 
5. Use of penicillin alone—site of original infection—type 
of bacteria originally present. 


21. Match the following drugs and adverse reactions: 


1. Veratrum A. Psychic depression 

2. Hexamethonium B. Drug fever 

3. Apresoline C. Vomiting 

4. Rauwolfia D. Obstipation 


22. A useful combination for management of enuresis 
includes homatropine methylbromide (HMB) and one of 
the amphetamines (A). In this combination 


1. Both drugs have the same physiologic effect. 

2. The HMB relaxes the bladder (increases its capacity) | 
while the A increases sphincter tone. 

3. The HMB increases sphincter tone while the A relaxes 
the bladder. 

4. The HMB has an antisleep effect while the A relaxes the 
bladder. 

5. The HMB has an antisleep effect while the A increases 
sphincter tone. | 


23. Intracavitary treatment of a bladder tumor would 
probably make use of radioactive | 
1. Gold. | 
2. Phosphorus. 
3. Iodine. 

4. Cobalt. 
5. Sodium. 
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Untoward Reactions to Decholin 


SODIUM DEHYDROCHOLATE (Decholin) has long been 
popular for measurement of the arm-to-tongue circula- 
tion time. This use of the drug has been remarkably 
free of untoward reactions. However, to emphasize that 
it is not entirely innocuous, Sanchez and Morris have 
reported four cases in which serious adverse reactions 
followed intravenous injections of Decholin for circula- 
tion time measurements. Two of the reactions ended 
fatally. The authors suggested that untoward effects 
might be expected especially in patients having right- 
to-left cardiac shunts, or those with a history of allergy. 
(New England J. Med., 251:646, 1954.) 


Diagnosis of Mitral Regurgitation 


On THE Basis of a large surgical experience with cases 
of mitral stenosis, Janton and associates discuss the 
clinical methods for estimating the degree of mitral 
regurgitation when mitral stenosis and mitral regurgita- 
tion coexist. This estimate is important because when 
there is severe regurgitation, patients have an in- 
creased operative mortality and morbidity as well as a 
lessened degree of worth-while postoperative results. 
The authors emphasize that there is no single criterion 
for the estimate. Rather it must be based on total 
study of the patient. Significant regurgitation is sug- 
gested by combinations of findings from the following 
list. 
1. Systolic murmur of grade 3 or grade 4 
2. Systolic murmur having tonal qualities similar to 
the murmur of pure mitral insufficiency 
3. Fatigue rather than dyspnea as the dominant 
earliest symptom 
4. Absence of history of systemic arterial emboliza- 
tion 
5. ECG evidence of left ventricular hypertrophy 
6. Massive dilatation of left atrium. (Circulation, 
10:207, 1954.) 


Tips from Other Journals 


Treatment of Ulcerative Colitis 


FROM THE RESULTs obtained in 120 cases, Kirsner and 
Palmer concluded that ACTH and cortisone are useful 
adjuncts in the treatment of moderately severe or 
severe ulcerative colitis. Most of the patients were on a 
basic regimen of bland diet, sedatives, antispasmodics 
and chemotherapeutic agents (usually sulfaguanidine, 
8 Gm. daily). ACTH was given in initial doses of 30 
units intramuscularly every six hours; cortisone in 
daily doses of 200 mg. or 300 mg. by mouth. Later 
these doses were reduced gradually, as determined 
by the response in an individual case. 

The usual clinical effect of treatment was the de- 
velopment of an upsurge of spirits soon followed by 
subsidence of symptoms and signs of the colitis. 
Simultaneously the proctoscopic appearance of the 
bowel improved. As was expected, undesirable side 
effects of the steroid therapy appeared in a number of 
patients, but these usually could be controlled or 
safely disregarded. 

When a clinical remission of colitis seemed firmly 
established, steroid therapy usually was withdrawn. 
Commonly, then, symptoms recurred but often were 
less severe and tended to subside again with careful 
medical management. The authors speculated that pro- 
longed therapy with ACTH and cortisone, as adjuncts 
to conventional measures, may decrease the number of 
recurrences. (Ann. Int. Med., 41:232, 1954.) 


Obstructive Jaundice 


CLINICAL MANIFESTATIONS of biliary obstruction con- 
tinue to provide the best indication of the cause of the 
obstruction, according to a recent report by Walters. 
The patient’s general condition is the best index of the 
risk of operation. Painless, progressive jaundice in 
middle-aged patients with acholic stools usually 1s 
due to a malignant lesion unless there is reason to 
suspect a stricture of the biliary tract. Distention of 
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the gallbladder, which is palpable, means that there is 
an 80 per cent chance that there is a cancer of the head 
of the pancreas or of the biliary system. Intermittent 
jaundice following attacks of abdominal pain is usually 
due to a benign lesion, more often a stone but possibly 
a stricture of the common duct. 

Tests of liver function help in assaying the problem 
of etiologic diagnosis but, if their results are at vari- 
ance with the clinical findings, they are not a sure 
indication of the ability of the liver to withstand a sur- 
gical procedure. The author advises the determination 
of the prothrombin time and, if elevated, its response 
to vitamin K. He also uses the serum protein values 
and the albumin-globulin ratio. 

The administration of vitamin K preoperatively 
practically eliminates tissue bleeding. Intravenous glu- 
cose solution and blood transfusions have also been of 
value preoperatively when the patient is anemic and 
has poor liver function. 

When a malignant lesion is confined to the ampulla, 
radical resection of the head of the pancreas and first 
and second portions of the duodenum should be per- 
formed. In other malignant obstructing lesions of the 
biliary tract, however, a conservative biliary-intestinal 
anastomosis carries little risk, relieves jaundicé and itch- 
ing, and gives almost the same survival period as resec- 
tion of the head of the pancreas. (Am. Surgeon, 20: 
909, 1954.) 


Potassium Permanganate Hazards 


ULCERATION AND NECROSIS of the vaginal wall may fol- 
low the intravaginal use of potassium permanganate. 
The hazards of its use outweigh any possible gyne- 
cologic advantages, according to a recent report by 
Lemmert and Scott. 

During a 22-month period these authors collected 
l4 cases in which potassium permanganate was used 
for douching or to produce abortions. Nine of the 
patients were pregnant. All developed punched-out 
vaginal ulcers covered by a black, jelly-like material. 
The diagnosis was obvious simply by vaginal inspec- 
tion. In four instances, the ulcers were so deep that 
sutures were required to control bleeding. Six patients 
in the series had a hemoglobin of less than 10 Gm. 
when first seen. 

Two deaths have been recorded following the use of 
saturated solution of potassium permanganate as an 
abortifacient. When this chemical comes in contact 
with organic matter, it is reduced to manganese di- 
oxide with the liberation of nascent oxygen and the 
formation of potassium hydroxide. The latter pene- 
rates deeply and can produce severe ulcerations. Oral 
administration can produce death. 
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Although the use of undissolved tablets produce 
the greatest degree of injury, partially dissolved tablets 
can also be harmful, since the small fragments of un- 
dissolved tablet pass through the nozzle of a douche 
syringe and produce the lesions described. In many of 
the cases reported, damage followed the use of the 
solution as a cleansing douche. The use of stronger 
solutions to produce abortion is apparently increasing. 

The authors recommended that potassium per- 
manganate be abandoned for gynecologic purposes, 
and that its value in other fields be analyzed critically 
with a view to discontinuing its use completely. (Am. 


J. Obst. > Gynec., 68:864, 1954.) 


Arterial Embolism 


IN AN EXPERIENCE with 13 patients having 15 episodes 
of embolism to the major arteries of the lower ex- 
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tremities, Leonard confirmed many of the usual im- 
pressions of this syndrome. The commonest site of 
lodgment of emboli was the femoral bifurcation (see dia- 
gram on preceding page). The onset was invariably 
abrupt, and the symptoms were typical for acute 
arterial insufficiency. In ten instances, there was an 
obvious plausible explanation for embolism—some 
variant of arteriosclerotic heart disease (either with 
atrial fibrillation or recent myocardial infarction) or 
mitral stenosis with atrial fibrillation. In two instances 
in which a source for embolism was not originally evi- 
dent, it became apparent later that the patients had 
sustained “silent” myocardial infarction. In the third 
obscure case, sporadic episodes of atrial flutter later 
developed, and it was implied that a similar episode 
may have preceded embolism. 

The author reaffirmed the value of embolectomy in 
cases of aortic, iliac or femoral arterial embolism. The 
crucial period for the operation was thought to be 
eight hours, but successful embolectomy was done 12 
hours after embolism in one instance. Age was not con- 
sidered in the decision to operate. 

Embolectomy was usually performed under local 
(procaine) anesthesia with a femoral approach. Anti- 
coagulants were administered primarily to prevent 
re-embolism and not because of concern about post- 
operative thrombosis at the suture line. A successful 
result was obtained in nine of the 13 patients. (Mew 
England J. Med., 251:595, 1954.) 


Malignant Phase of Hypertension 


THE MALIGNANT PHASE of hypertensive vascular disease 
is distinguished by advanced retinal changes (papille- 
dema included), rapidly progressive renal damage and 
a diastolic blood pressure that is high—often extraordi- 
narily high. 

In most recorded observations of this disorder, 
there has seemed to be a good correlation of dias- 
tolic blood pressure with retinopathy. When diastolic 
blood pressure has been lowered spontaneously or as 
a result of drug therapy, retinal changes have tended 
to regress toward normal. Therefore, there has been a 
tendency to suppose that neuroretinal edema is a con- 
sequence of the high level of diastolic pressure. 

To show that this is not necessarily so and to keep 
us humble in our attitude toward mechanisms that pre- 
vail in hypertensive vascular disease, Perera has re- 
ported six cases in which papilledema and retinopathy 
were observed to appear during a normotensive period 
when they had been absent during a hypertensive 
period. All of these patients had documented hyper- 
tensive vascular disease; none of them had evident 
complicating or intracranial disease; and two have 
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died, with confirmation of the diagnosis of the “ac. 
celerated phase” of hypertension with necrotizing 
arteriolitis. 

The author noted: ‘‘These observations support the 
view that at least some manifestations of the acceler. 
ated phase of hypertensive vascular disease may be 
related to something more than the intensity of the 
hypertension.” (Circulation, 10:28, 1954.) 


Wegener’s Granulomatosis 


WEGENER’S GRANULOMATOSIS is a syndrome character- 
ized pathologically by necrotizing granulomatous le- 
sions of the respiratory tract, generalized arteritis and 
focal glomerulitis. Clinically it may be recognized by 
the combination of severe sinusitis or pulmonary in- 
flammation, especially if accompanied by signs of renal 
damage or by a clinical picture of arteritis with granu- 
lomas in one or several sites. 

The first symptoms are often referred to some part 
of the respiratory tract. There may be a persistent 
sinusitis or rhinitis that in many instances is severe 
enough to cause ulceration and bony or cartilaginous 
destruction. On the other hand, attention may be 
directed to the lungs because of chronic cough, hemop- 
tysis or unresolving pneumonia. A chest x-ray may 
reveal nonspecific infiltrations or nodular densities 
suggesting neoplasm or tuberculosis. 

In many cases constitutional symptoms are out of 
proportion to the intensity of the local process, and the 
patient may seek medical assistance because of weak- 
ness, fever or progressive weight loss. Whatever the 
local lesion, it usually does not respond to therapy. 

Signs of renal damage appear, often manifested pri- 
marily as albuminuria and variable numbers of red and 
white cells and casts in the urine. There may be frank 
hematuria and oliguria. Often renal insufficiency dom- 
inates the terminal phase of the syndrome, but fre- 
quently this is associated with an acute picture con- 
sistent with a generalized arteritis. 

The course is almost always febrile. Anemia, leuko- 
cytosis and elevated sedimentation rate are usually 
found. According to Fahey the illness has ended fatally 
in all the cases so far recognized. (Am. J. Med., 
17:168, 1954.) 


Painless Myocardial Infarction 


Nortnc that previous estimates of the incidence of 
painless myocardial infarction varied from 0 to 61 per 
cent, Roseman restudied the problem by analyzing the 
records of 220 cases in which an unequivocal diagnosis 
of myocardial infarction had been made either by 
autopsy or by serial electrocardiograms. In this series, 
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there were ten cases (4.5 per cent) of myocardial in- 
farction without any pain. 

Of the group of painless cases, there were five that 
had to be excluded from consideration (inadequate 
history, clouded sensorium, no history at all). Thus, 
there were actually only five cases with painless infarc- 
tion (2.3 per cent). 

The author explained that one or more of several 
mechanisms may have accounted for the fact that myo- 
cardial infarction was painless in these five patients. 
Pain may have been “covered” by dyspnea (severe 
dyspnea was the presenting symptom in all but one 
case). Insensitivity to pain could have been a factor. 
Or the infarct may have developed so gradually that a 
sensation of pain never was provoked or that the area 
had become relatively anesthetized by destruction of 
nerves. (Ann. Int. Med., 41:1, 1954.) 


Carcinoma of Cervix 


IT Is GENERALLY AGREED that advanced carcinoma of the 
cervix should be treated with radiation therapy. This 
is the method of choice also in the patient who is older 
or who has severe intercurrent disease. However, for a 
younger patient having stage 1 or stage 2 carcinoma 
of the cervix, there is some dispute about the relative 
merits of surgical and radiation therapy. Newton has 
contributed to the solution of the problem by compar- 
ing results of the two types of treatment in 15 matched 
pairs of patients. 

Within the limits of the period of observation (aver- 
age 26 months), results were similar in the two meth- 
ods of treatment. There was little or no difference in 
survival, recurrence of disease or prevalence of early 
of late complications in the two groups of patients. In 
one sense only, surgical treatment seemed preferable— 
the absence of severe complications due to ureteral in- 
iuries. (Surg., Gynec. ¢ Obst., 99:29, 1954.) 


Glaucoma Due to Allergy 


SIMPLE, congestive glaucoma is ascribed to local vascu- 
lar changes, but the nature and basis of these changes 
rarely can be ascertained in an individual patient. 
Wiseman and Moore described the exceptional case—a 
64-year-old man whose recurrent congestive glaucoma 
appeared to be getting progressively worse. There were 
elements in his history that suggested an allergic state, 
and when symptoms in this sphere were controlled by 
an “elimination diet,” the glaucoma also came under 
control. The authors implied that an allergic mech- 
anism should be considered more often in the investi- 


gation of simple, congestive glaucoma. (J. Allergy, 25: 
355, 1954.) 
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Patients Dead of Tuberculosis Or Having 
Active Disease 10 Years Later 


Outcome in Cases of Minienal Pula 


Prognosis of Minimal Tuberculosis 


Lincotn, Bosworth and Alling analyzed the clinical 
course of 448 cases of minimal pulmonary tuberculo- 
sis diagnosed during the years 1937 through 1947. The 
results of their study are shown in the illustration 
above. The authors also noted a steady decline in the re- 
lapse rate as the duration of arrest of disease increased. 

This study carries the important clinical implica- 
tion that there should be no complacency about mini- 
mal tuberculosis. (Am. Rev. Tuberc., 70:15, 1954.) 


Cardiomegaly After Mitral Commissurotomy 


Sotorr and Zatuchni were able to obtain serial roent- 
genograms in 20 patients during six months after mi- 
tral commissurotomy had been performed for mitral 
stenosis. Somewhat to their surprise, the heart cham- 
bers proximal to the mitral valve did not become 
smaller, and in the majority of cases (55 per cent) they 
became larger postoperatively. 

The authors noted that a number of factors can 
account for postoperative cardiac enlargement, includ- 
ing (1) pericardial effusion, (2) atrial fibrillation, (3) 
congestive heart failure, (4) surgical production of 
mitral regurgitation and (5) reactivation of rheumatic 
carditis. Of these, only the last two were thought to 
account for cardiac enlargement lasting as long as 
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six months. Soloff and Zatuchni concluded that the 
surgical production of mitral regurgitation in rare in- 
stances may account for “permanent” cardiac enlarge- 
ment—that cardiac enlargement following mitral com- 
missurotomy is mainly due to intensification or reacti- 
vation of rheumatic carditis. (Am. J. M. Sc., 228:57, 
1954.) 


Jaundice and Spinal Fluid Color 


THERE HAS BEEN some uncertainty about the effect of 
jaundice on the color of spinal fluid obtained by lumbar 
puncture. It has been implied by some that xantho- 
chromia of spinal fluid is found in moderately jaundiced 
patients only when the meninges are inflamed (as in 
leptospiral disease of liver and meninges)—that the 
normal meninges are an effective barrier to slightly or 
moderately elevated levels of serum bilirubin. 

Berman, Lapham and Pastore studied 20 jaundiced 
adults who had no evidence of meningeal disease. All 
were cases of obstructive jaundice, either intrahepatic 
or extrahepatic. Regularly the spinal fluid showed 
some degree of xanthochromia even though the jaun- 
dice was mild or of recent onset. The authors noted 
that this fact has an important diagnostic bearing in 
instances in which head injury or other cause for 
intracranial bleeding is suspected in a jaundiced pa- 
tient. In such a case, xanthochromia of the spinal fluid 
would be an unreliable guide. A diagnosis of an intra- 
cranial lesion would have to be made on the basis of 
other neurologic findings. (J. Lab. e& Clin. Med., 
44 :273, 1954.) 


Spinal Puncture Headache 


HEADACHE DEVELOPS after spinal puncture in 10 to 20 
per cent of cases—a fact confirmed by Eversole and 
Rokowski in a study of 515 consecutive cases in which 
spinal anesthesia was employed. These authors ex- 
plained postpunciure headache as follows: 

The basic change is a reduction of cerebrospinal 
fluid pressure, due mainly to leakage of fluid at the 
hole made in the dura by the needle. This alters the 
balance between spinal fluid pressure and intracranial 
venous pressure, causing dilatation of intracranial 
veins and perhaps some increase in brain volume. 
Consequently, there is stimulation of pain-sensitive 
structures in the cranium. The authors noted that the 
likelihood of postpuncture headache is reduced when 
small-caliber needles are used and when an effort is 
made to maintain cerebrospinal fluid volume (by ad- 
ministering liberal amounts of water by mouth or 
1,000 cc. of 5 per cent dextrose in water intravenously). 
(California Med., 81:59, 1954.) 
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Musical Aortic Diastolic Murmur 


WHEN AN AorTIC diastolic murmur acquires a “musi- 
cal” quality (cooing, buzzing, humming, or sawing), it 
signifies rupture or eversion of an aortic valve cusp, 
particularly the right anterior cusp. Stembridge, Hejt- 
mancik and Herrmann noted that this type of murmur 
most often is due to syphilitic heart disease. Occasion- 
ally it is due to rheumatic valvulitis or to bacterial en- 
docarditis, and rarely it is due to traumatic or spon- 
taneous rupture of a valve cusp. 

The development of this type of murmur in cases of 
syphilitic heart disease is a grave omen. Nine of ten 
patients observed by Stembridge and his associates 
died within nine months and one remained alive for 
18 months after the murmur appeared. The authors 
noted that eversion of an aortic cusp imposes a sud- 
den, serious change in hemodynamics. All of their pa- 
tients exhibited a sudden adverse increase in symp- 
toms (acute left ventricular failure, coronary insufh- 
ciency). (Am. Heart J., 48:163, 1954.) 


Vagotomy 


IN A CRITICAL EVALUATION of various surgical operations 
for duodenal ulcers, Ranson concluded that the best 
results were obtained by the use of gastric resection 
with vagotomy. This procedure gave considerably bet- 
ter results than subtotal gastrectomy alone. 

The author further stated that vagotomy alone is 
now mainly of historical interest, its chief field of use- 
fulness being in the treatment of marginal ulcers that 
follow an adequate gastric resection. In this type of 
lesion the transthoracic route for vagotomy was 
recommended. In marginal ulcers following gastro- 
enterostomy, if an intense inflammatory reaction 
makes resection difficult, vagotomy may be useful. 

In cases of duodenal ulcer in poor-risk patients or in 
those having local changes that would make secure 
closure of the duodenal stump doubtful, vagotomy 
plus gastroenterostomy may be useful. This pro- 
cedure is also satisfactory in the surgical treatment of 
duodenal ulcer in general, but the results are not so 
promising as those following gastrectomy with vagot- 
omy. When vagotomy and gastric resection are per- 
formed together, the extent of resection may be less 
than has previously been believed desirable, thus 
eliminating some of the objectionable features of high 
subtotal resection. (Am. Surgeon, 20:942, 1954.) 


Schistosomiasis of the Bladder 


ALTHOUGH scuIsTosomiasis of the bladder is regarded 
as a tropical disease, Miller and his co-workers have 
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pointed out that modern transportation has shortened 


the distance from the ancient endemic focus in Egypt. 
Physicians should therefore be aware of this disease 
and have some knowledge of its diagnosis and treat- 
ment. 

The authors reported a case in a 20-year-old foreign- 
born seaman who was hospitalized in Seattle because 
of bilateral flank pain of five months’ duration. The 
pain radiated to the pubic region and was accom- 
panied by one episode of painless hematuria which 
subsided within a few days. Excretory urograms re- 
vealed normal looking kidneys, but there was some 
dilatation of the left ureter. Urinalysis on admission 
was normal, but the blood count showed 16 per cent 
eosinophils. On cystoscopic examination, the bladder 
mucosa appeared to be inflamed in spotty areas. These 
were composed of a small yellow center surrounded 
by a pearly grey border and an outer zone of inflam- 
matory reaction. The lesions were submucosal and 
measured 1 to 2 mm. in diameter. A biopsy failed to 
show evidence of ova, but a repeated cystoscopic ex- 
amination a few days later confirmed the diagnosis of 
schistosomiasis. 

The diagnosis was made on the basis of the ap- 
pearance of ova with distinct terminal spines and an 
internal structure composed of small basophilic 
nuclei in basophilic granular amorphous material. 
There was infiltration of the connective tissue by 
eosinophils and mononuclear cells, with a sparse 
number of neutrophils. There was an intense response 
with necrosis in the center of each lesion. 

Treatment consisted in the use of Fuadin and 
Hetrazan. This resulted in relief of symptoms to such 
an extent that the patient was able to return to his ship 
after two months of treatment. The authors empha- 
sized the need for repeated check-ups over a period of 


five to ten years. (J. Urol., 72:197, 1954.) 


Heart Failure in Acute Nephritis 


DurINc THE couRSE of acute glomerulonephritis, 
Murphy and Murphy found evidence of congestive 
heart failure in 22 of 88 patients (25 per cent). There 
was a close association of failure with hypertension, 
but the authors noted that other factors probably also 
are active (see diagram at the right). 

There was a noteworthy tendency to overlook the 
heart failure or to diagnose the complication tardily. It 
was suggested that this tendency was due to the fol- 
lowing factors: (1) ignorance of the frequency of 
heart failure in acute nephritis, (2) edema of nephritis 
obscuring distention of neck veins, (3) hesitancy to 
make a diagnosis of heart failure in the absence of 
murmers other than a systolic murmur at the apex. (4) 
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inclination to overlook heart failure under any circum- 
stances in children unless rheumatic fever is present. 
(Ann. Int. Med., 41:510, 1954.) 


Metacarpal Fracture Dislocations 


Wiccins Bunrens have presented a new method 
for internal fixation of fractures of the first metacarpal 
bone. These fractures, known as Bennett fractures, al- 
though uniting readily without apparent deformity, 
result in lameness of the thumb. It may remain useless 
for many months, and a weak grasp may persist per- 
manently. The authors suggest a method of internal 
fixation carried out as follows: 

With the patient under adequate anesthesia and 
under sterile precautions, an assistant flexes the proxi- 
mal metacarpal-phalangeal joint to approximately 110 
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degrees and maintains gentle traction along the axis of 
the metacarpal while holding it in an abducted and 
slightly extended position. The fracture, thus re- 
duced, is secured in position after fluoroscopic con- 
firmation by passing a medium-sized Kirschner wire 
into the posterior aspect of the center of the metacarpal 
head and running it through the medullary canal into 
the center of the greater multangular bone. The posi- 
tion is checked again by fluoroscopy, the wire is cut 
off about 1 cm. from the skin, and a small dressing is 
applied, followed by a glove-type plaster cast which 
includes the entire thumb but permits full motion of 
the remaining four fingers. 

Success depends upon complete reduction, keeping 
the metacarpal in wide abduction during the passage 
of the wire, and maintaining direct pressure on the 
base of the bone during the procedure. The wire must 
not be started too far laterally, as this will result in its 
being deflected by the opposite cortex of the meta- 
carpal. The wire is left immobilized in plaster for four 
weeks, after which the wire is removed without 
anesthesia, and active use of the thumb is begun. 
The authors have used this procedure in 28 cases 
with gratifying results in all instances. Anatomical re- 
duction was achieved and maintained in all except two 
comminuted fractures. There was no instability and, 
although there was slight irritation around the wire in 
the first case, infections were not encountered. (J. 


Bone & Joint Surg., 36A:810, 1954.) 


Hiatus Hernias 


ALTHOUGH SURGICAL CORRECTION is advised for most 
abdominal hernias, early repair of esophageal hiatus 
hernias has not been recommended so frequently, ac- 
cording to a recent report by Sprafka and his co-work- 
ers. Most patients with hiatus hernias are brought to 
surgical treatment because of serious complications. 
In order to determine the fate of small, untreated 
esophageal hiatus hernias, the authors studied and fol- 
lowed 149 patients over a period of years because of 
such hernias. These were divided into two groups, de- 
pending upon the length of time of roentgenologic 
follow-up from the first demonstration of the small 
lesion. 

Of the patients followed for one to five years, 13 per 
cent showed progression from small to larger hernias. 
Of those followed for six or more years, 58 per cent 
showed such progression. Furthermore, of patients 
with large esophageal hiatus hernias, 28 per cent 
showed roentgenologic evidence of serious complica- 
tions, such as ulcer, esophagitis or stricture, singly or 
in combination, in the herniated portion of the stomach. 
Experimental studies were then carried out, pro- 
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ducing diaphragmatic hernias in dogs. It was found 
that such animals tended to acquire ulcers in the her. 
nias. Half of the dogs with large hernias died of per- 
forated ulcer in the hernia. 

The authors stated that esophageal hiatus hernia js 
a potentially serious disorder. They recommended 
that such lesions be kept under close observation and 
that consideration be given to early repair especially 
if a hernia gets larger. (Surgery, 36:519, 1954.) 


Healing of Disrupted Wounds 


ALTHouGH the excellent healing of abdominal wounds 
following dehiscence has been a common observation, 
the reason for this more rapid second healing has not 
been explained. Savlof and Dunphy have carried out 
experiments in rats to determine, if possible, the ex- 
tent and cause of this accelerated process. 

Abdominal wounds in rats were sutured, and the 
tensile strength of the wounds was tested after three 
days. Following disruption, the wounds were resutured 
and the tensile strength was again tested after three 
more days. It was found that a disrupted and resutured 
wound was stronger by the third day after resuturing 
than a primary three-day-old wound. The tendency to 
accelerated healing, although especially marked when 
a wound less than one week old was disrupted, con- 
tinued nevertheless in decreasing degree for about 
40 days. 

Rehealing was not stimulated by the systemic ef- 
fects of wounding or by corticoid administration. How- 
ever, large doses of cortisone administered before 
wounding, retarded healing and abolished the accel- 
erated effect in three-day resutured incisions. 

The increased healing tendency seemed to be due 
in part, at least, to an earlier onset of fibroplasia. The 
reasons for this were not clear, although the authors 
suggested that wound hormones may play a part and 
that physical and chemical changes in healing tissue, 
which promote and ultimately limit fibroplasia, are 
also responsible. (Surgery, 36:362, 1954.) 


Acute Gastric Dilatation 


ACUTE DILATATION of the stomach in surgical patients 
is usually preventable, according to an article by Ed- 
wards and Bowie. The importance of this condition 1s 
emphasized by the fact that death by drowning is 4 
real danger when acute dilatation occurs. 

Patients who develop dilatation of the stomach fol- 
lowing an operation have usually had general anesthe- 
sia. The stomach is distended chiefly with gas. Under 
thiopental and curare anesthesia, patients are usually 
bag-breathed. When this is carried out without an en- 
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dotracheal tube in place, much gas may be forced into 
the stomach. 

The authors reported a case in which, during the 
dosure of the peritoneum, the stomach bulged at the 
lower end of a vertical abdominal incision due to its 
extreme distention by anesthetic gases. Passing a Le- 
vine tube resulted in deflation before rupture occurred. 

Treatment of this condition should be largely pre- 
ventive. The authors recommended that a Levine tube 
be inserted into the stomach in all patients having 
thoracic and upper abdominal operations, in patients 
subjected to a shocking procedure or trauma, and in 
any patient who at some time or other has had an 
obstructed airway during the course of his anesthesia. 
(dm. Surgeon, 20:959, 1954.) 


Coccidioidomycosis and Tuberculosis 


Corron and his associates report a series of 24 cases 
in which there was coexisting pulmonary coccidioi- 
domycosis and tuberculosis. The possibility of the 
coexistence of these two conditions should be con- 
sidered when a coccidioidal cavity is present, and 
spread of the lesion occurs. (In an established residual 
chronic cavity caused by coccidioidomycosis, an in- 
filtrative process indicating a spread usually does not 
occur as an exacerbation of coccidioidomycosis.) A new 
etiologic agent must be sought and, in this situation, 
tuberculosis should be considered. 

The converse is also true. If a patient with arrested 
pulmonary tuberculosis shows signs and symptoms 
typical of reactivation, especially if the patient is liv- 
ing in an area in which coccidioidomycosis is endemic, 
one should not assume that tuberculosis is the etio- 
logic factor unless the presence of coccidioidomycosis 
has definitely been excluded. 

Carcinoma must be considered in the event that the 
pathologic process assumes a nodular appearance in 
the region of a previously resolving or stable pul- 
monary coccidioidomycosis or when hilar adenopathy 
persists, 

Meningitis appearing in a patient with a known 
coccidioidal cavity should be assumed to be tuber- 
culous. Furthermore, if pleural effusion occurs in a 
patient with a chronic coccidioidal cavity, tuberculosis 
is the most likely etiologic agent. (Am. Rev. Tuberc., 
70:109, 1954.) 


Ministers of Death 


ALTHOUGH ANESTHESIA is becoming a highly exact 
‘cence, Burnham has reviewed an article published in 
851 by C. R. Gilman pointing out the dangers of 
improper anesthesia. With the exception that oxygen 
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is used today, the safeguards recommended by Gilman 
still apply. They were: 

(1) The patient should not take food immediately 
before operation. 

(2) The mind should be, as far as possible, calm 
and composed. 

(3) Quiet in the operating room is of the utmost im- 
portance, with the avoidance of loud talking, speaking 
to the patient, etc. 

(4) When ether is used, stimulation of the patient 
often makes it difficult to produce deeper states of 
narcotism. 

(5) Care should be taken that the air supply be at all 
times adequate. (Gilman stated that with little doubt 
several of the fatal cases were due to an inadequate 
supply of air.) 

(6) The patient must be observed from the first in- 
halation until consciousness and sensibility have re- 
turned completely. (The person in charge of anesthesia 
should think of nothing else.) Gilman recommended 
that the anesthetist keep his finger on the pulse every 
single moment and that if the pulse begins to flag or 
flutter, the inhalation should cease. 

(7) When the patient is recovering from anesthesia, 
shocking or startling should be avoided and the brain 
allowed to recover its repose. 

Adding the modern use of oxygen, Burnham stated 
that little more can be added to the general admoni- 
tions of Gilman after 103 years. (Anesthesiology, 15:44, 
1954.) 


Pneumothorax in Older Persons 


AMONG TUBERCULOUS PATIENTS in the older age groups, 
there is a fairly high percentage with old lesions which 
have reactivated or undergone acute progression. In 
such patients, artificial pneumothorax is seldom in- 
dicated, since fibrous lesions rarely respond to tem- 
porary collapse of the lung. Furthermore, at least 
before the advent of antimicrobial therapy, there was a 
high risk of pleural complications in these patients. 
Pleural complications contribute to the increase in the 
frequency of inexpansibility of the lung after the 
pneumothorax is abandoned. Older people also have a 
reduction in pulmonary elasticity brought about by 
the normal processes of aging. They more readily 
develop cor pulmonale. 

Since antimicrobial drugs became available the risk 
of empyema has lessened. However, the progress of 
thoracic surgery has made thoracoplasty or pulmonary 
resection preferable in most cases. Thoracoplasty 
gives greater possibilities of selective collapse in some 
cases and consequently of avoiding the contraction of 
the healthy parts of the lung which may follow pneu- 
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mothorax. Resection of the diseased lung tissue also is 
often potentially less dangerous to respiratory function 
than pneumothorax, according to Kallqvist. (Am. Rev. 
Tuberc., 69 :968, 1954.) 


Tuberculosis and Abortion 


ScHakEFER, Douglas and Dreishboon report on 100 
consecutive abortions in tuberculous patients treated 
at the New York Lying-In Hospital from 1932 to 1952. 
During that period, 10.4 per cent of all patients 
admitted with tuberculosis had therapeutic abortions 
performed, but there have been no therapeutic abor- 
tions for tuberculosis on the ward service during the 
past three years. 

Since deleterious effects did not result from per- 
mitting these patients to continue their pregnancy, 
there appears to be no valid reason on medical in- 
dications alone for aborting a patient with tuberculosis. 
In fact, there was a higher incidence of deaths or 
progression of disease after therapeutic abortion than 
after full-term or premature delivery. 

An analysis of the spontaneous abortions occurring 
during the same period indicated that there were 34 
spontaneous abortions in patients with tuberculosis— 
an incidence of 5 per cent. In the same hospital the 
incidence of spontaneous abortion in nontuberculous 
patients during the same period was 9 per cent. These 
data do not support the notion that tuberculosis is a 
frequent cause of spontaneous abortion. (Am. Rev. 
Tuberc.. 70:49, 1954.) 


Splenectomy and Cortisone in Blood Dyscrasias 


E.uiorr AND Hyman have reported the results of the 
combined use of splenectomy and cortisone and/or 
ACTH in 25 patients suffering from various blood 
dyscrasias. In cases of primary thrombocytopenic pur- 
pura requiring splenectomy, a bleeding tendency dur- 
ing an exacerbation of the disease was controlled, so 
that the operation could be converted from an emer- 
gency to an elective procedure. Thus, an unhurried, 
technical splenectomy could be performed with a min- 
imum of blood loss. Adequate doses of the hormone 
were required to produce this result. 

Cortisone was also used in a patient who developed 
a sudden recurrence of purpura 20 years following a 
splenectomy, and her condition was once again 
brought into a state of remission. The authors stated 
that the longer such patients are followed after splenec- 
tomy, the more apparent it becomes that a completely 
satisfactory form of treatment for producing a perma- 
nent cure is not yet available. They disclaimed there- 
fore, any permanency in the results of cortisone treat- 
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ment, since this has been used only during the past 
five years. 

Of patients who failed to respond to cortisone or to 
ACTH, two of three reported by the authors had an 
excellent result following splenectomy. 

The use of cortisone or ACTH, in miscellaneous 
forms of hypersplenism was meager and not encourag- 
ing. The authors felt that in thrombocytopenic purpura 
and in hemolytic anemia, failure of hormone therapy to 
produce a satisfactory response did not indicate that 
splenectomy would be useless. 

Adrenal failure was not encountered in any of the 
25 patients treated with hormones in this series, 
Wound healing was not adversely affected, although 
one patient had an exacerbation of pneumonia post- 
operatively in spite of the concomitant use of anti- 
biotics. 

The results of the authors indicated that, in selected 
cases of thrombocytopenic purpura and in hemolytic 
anemia, cortisone or ACTH may be used advantage- 
ously in preparation for surgery, or postoperatively in 
overcoming a recurrence when surgery fails. (Surgery, 
36:610, 1954.) 


Surgical Treatment of Parkinsonism 


CoopER HAS REPORTED remarkable beneficial effects by 
ligation and obliteration of the anterior choroidal 
artery in cases of severe postencephalitic parkin- 
sonism. Patients who underwent this neurosurgical 
procedure showed disappearance or lessening of trem- 
or and relief of long-standing rigidity. As rigidity sub- 
sided, there was also improvement in speech, gait, 
swallowing, masked facies and poverty of automatic 
movements. (Surg., Gynec. ¢ Obst., 99:207, 1954.) 


Isoniazid and Pulmonary Resection 


Dickie, Larson and Olson report on the bacteriologic 
findings on resected specimens from 49 patients who 
received isoniazid or iproniazid as the sole preoperative 
chemotherapeutic agents. In 38 of the 49 specimens 
(78 per cent), tubercle bacilli were found on smear. 
However, in only 11 of the 49 specimens (22 per cent) 
were tubercle bacilli found on culture. 

A comparison of the duration of the preoperative 
isoniazid or iproniazid therapy with the smears and 
cultures of the resected specimens indicated that 
tubercle bacilli were not cultured from resected speci- 
mens of patients who had received 17 or more weeks of 
treatment. This study also indicated that these agents 
were potent antituberculous drugs as judged by 
clinical, roentgenographic and bacteriologic criteria. 
(Am. Rev. Tuberc., 70:102, 1954.) 
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Diagnosis of Fever 


Q. Does early administration of chemotherapeutic agents 
influence the value of serologic tests done for diagnosis 
in cases of fever of obscure etiology ? 


A. Theoretically the serologic response to an infection 
could be depressed or even obliterated by early admin- 
istration of the proper antimicrobial therapy. Actually, 
however, infection of a duration sufficient to cause the 
symptoms for which the patient consults his doctor is 
virtually always sufficient to provide a satisfactory anti- 
genic stimulus. As a good working rule, therefore, it is 
safest to disregard any depressing effect of chemother- 
apy when interpreting results of serologic tests. 


Low Blood Pressure 


Q. What is the treatment, if any, for hypotension pro- 
ducing symptoms ? 


A. Hypotension which may be associated with symp- 
toms but not necessarily producing symptoms is found 
in rather serious diseases such as Addison’s disease, 
Simmonds’ disease, acute infections like typhoid fever 
and typhus fever, also in pulmonary tuberculosis, in 
cachexia and in starvation. It is also found as an im- 
portant sign in shock regardless of its etiology, namely 
injury, hemorrhage, etc. 

This type of hypotension is commonly known as sec- 
ondary hypotension. Its therapy is directed to the alle- 
viation of the primary disease, or in the case of shock, 
the correction of the abnormal mechanism producing it. 
_ So-called primary hypotension is found commonly 
m normal people and is not a disease, merely repre- 
senting an ideal blood pressure level. There are no 
symptoms ascribable to it and individuals with it have 
anormal life expectancy. 

Another type of hypotension is the so-called pos- 
tural hypotension in which the individual in assuming 
the upright posture becomes weak, may lose conscious- 
hess Or may notice lightheadedness, and/or blurred 
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vision. These symptoms clear when the patient is 
placed in a recumbent position. It is met with in all 
types of shock, in postinfectious debility and following 
sympathectomy for hypertension. It is also met with 
in neurologic diseases such as multiple sclerosis, tabes, 
syringomyelia, etc. Some patients with this form of hy- 
potension seem to get relief by wearing tight-fitting 
elastic bandages or stockings and/or by wearing an 
abdominal binder. 


“Snapping Finger” 


Q. What treatment do you recommend for so-called 
“snapping finger” (due to thickening of the flexor 
tendon of a finger, producing locking of finger in 
the flexed position) ? 


A. The so-called “‘snapping finger” results from a 
swelling or thickening of a tendon where the tendon 
must pass through a constricted area in the tendon 
sheath or beneath a transverse band. The swollen nod- 
ule in the tendon becomes caught on first one side of 
the constricted area of the tendon sheath and then on 
the other. 

When enough strength is applied to pull this 
swollen or thickened portion of the tendon through 
the narrow area, it makes a popping or snapping noise. 

Occasionally, it is possible to relieve this situation 
by putting the finger completely at rest, using a slightly 
curved splint so that the finger is in a position of re- 
laxed flexion, and continuing this splint for two or 
three weeks. Most often, however, such relief as is ob- 
tained by this method is only temporary. 

A considerable number of snapping fingers will re- 
spond to nothing short of surgery. At operation, it is 
necessary not only to split the tendon sheath and free 
the tendon in the area where the constriction occurs 
but it is advisable to excise the thickened portion of 
the tendon sheath. If the tendon will then glide freely 
past the area where it was formerly obstructed, a cure 
may be anticipated. 
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Treatment of Warts 


Q. How much success can be expected from x-ray treat- 
ment of (1) multiple warts of hands; (2) plantar 
warts ? 


A. Opinions vary, especially when there are multiple 
warts. If there are very large numbers of warts on the 
hands, the dermatologist often will attempt to treat 
only one large one by radiation and hope to get a 
“sympathetic” effect on the other warts. Ordinarily, 
with many warts on the hands, other forms of cauteri- 
zation therapy are usually done. In children, various 
techniques of suggestion therapy are often applied. 

X-ray therapy in moderate doses is given to plantar 
warts after careful analysis of the orthopedic factors 
which may be concerned. After local pressure has been 
relieved, the hyperkeratotic areas are peeled, so that 
smaller doses of radiation may be given. Plantar warts 
in children respond much more frequently to local 
radiation therapy than do plantar warts in adults. 

It is important to understand one is dealing with 
warts and not corns and calluses, and that pressure 
on the area be relieved and the dose of x-ray be not 
excessive. With multiple warts, it is difficult to give ra- 
diation, so that often other forms of therapy are advised. 


Dizziness in Older People 
Q. I have used Metrazol orally for dizziness in the 


arteriosclerotic aged with some success. What other 
remedies will help ? 


A. Dizziness is a common complaint in elderly people 
and one that is usually difficult to control. No par- 
ticular medication is effective in any given individual, 
making it necessary to try various drugs, in the hope 
that one of them will give relief. Often a medication 
will be helpful only: for a time and then one of the 
other drugs can be tried. 

Dramamine (50 mg. tablets) can be given every 
four to six hours. Bonamine, another antimotion-sick- 
ness drug, can be given once a day. The average dose 
is 25 mg., but two tablets (50 mg.) given in the morn- 
ing may be effective during the waking hours. More 
recently, Thorazine has been used to control the dizzi- 
ness in arteriosclerotic patients. The dose in such 
cases will vary from 10 to 25 mg. three to four times a 
day. Nicotinic acid is also useful in elderly patients. 
As a rule, excessive flushing of the skin occurs when 
the usual dose of 20 mg. is prescribed. It is safer to 
start with 5 mg., three to four times a day, and then 
increase to 10 mg. if the smaller dose is ineffective. 
Other drugs that can be used are glyceryl trinitrate, 
theobromine preparations or theophylline sodium 
glycinate. 
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Treatment of Hypertension 


Q. I have an elderly patient with a blood pressure of 
220/110. The urine is clear but the blood urea 
nitrogen on last examination was 28.8 mg. 1s this 
retention a contraindication to Rauwolfia cr its 
derivatives? There is no edema at this time and no 
history of edema. 


A. Since nitrogen retention contraindicates the use 
of ganglionic-blocking agents and Veratrum, your 
choice of Rauwolfia in this patient is an excellent one. 
Serpasil (0.25 mg.) or Rauwolfia (4 mg.) once daily 
is the recommended dosage. Higher doses are un- 
necessary and frequently cause nasal congestion and 
undue fatigue. If a three months’ trial of Rauwolfia is 
not found to be beneficial (it frequently takes three 
months for the optimum Rauwolfia effect to be wit- 
nessed), Apresoline therapy should be added. Apreso- 
line is best initiated in small doses and gradually in- 
creased, e.g., 10 mg. four times daily, increasing to 
50 mg. four times daily over the course of a month. 
Rigid salt restriction in the presence of nitrogen 
retention is contraindicated. 


Hepatitis During Pregnancy 


Q. What effect might “viral hepatitis” in the mother 
during the latter two months of pregnancy have on 
the linng baby? When, in this condition, is termi- 
nation of pregnancy indicated, if ever ? 

This question was referred for answering to two 
authorities: an obstetrician and an internist. Their 
answers follow: 


A. OssretriciaN: Viral hepatitis has no direct adverse 
effect on the fetus at any time in pregnancy, but in 
serious cases there may be premature termination of 
the gestation. Interruption of pregnancy is not indi- 
cated at any time, because such a procedure does not 
relieve the mother of her hepatitis. 

On the other hand, in some instances, the surgical 
procedure undertaken to terminate the pregnancy 
may aggravate the hepatitis. 


A. Inrernist: The effect of viral hepatitis upon the 
fetus during the latter two months of pregnancy has 
not been fully appraised. It would seem reasonable 
that the virus transgresses the placental barrier. Indi- 
cations for termination of pregnancy would be those of 
a general nature dependent upon the ability of the 
mother to withstand the added burden invoked by 
any natural intercurrent infection. Interruption of 
pregnancy because of a diagnosis of viral hepatitis 
per se would not be warranted during the latter stages 
of pregnancy. 
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Special Features 


FAMILY DOCTOR: MODEL 1955 


BY PAUL DE KRUIF, PH.D. 


A condensation of this article will be published in the Feb- 
ruary issue of Reader’s Digest, where it will be read by 
11 million subscribers and newsstand buyers plus count- 
less millions of additional readers. His mentor in this 
project, says Author de Kruif, is Dr. Otto O. Beck, a 
past president of the Michigan State Medical Society. Re- 
prints of the original, printed here, or the Reader’s Di- 
gest condensation may be purchased by members at cost. 
—PUBLISHER 


To GET THE DECKS CLEARED for what’s going to be told 
here, your forgiveness must be asked for a stupid mis- 
take. Not many years ago I believed that general 
practitioners were on the way out in the art and science 
of medicine. A very clever man—an ex-surgeon who 
had developed a prepaid, group practice medical plan 
—sold me a bill of goods. It was to this effect—that 
the ancient, close, personal relation between doctors 
and their patients—the pride and the unique distinc- 
tion of family physicians—was no longer necessary. 

Medical science, said this medical plan inventor, has 
made the doctor-patient relation superfluous. 

He asked me, wittily: “When gastroenterologists 
and radiologists fluoroscope people’s stomachs in the 
dark and when proctologists examine people from 
behind, where’s the personal relationship?” This med- 
ical plan man gave me many another example, showing 
how the old art of medicine was fading before science 
technical, highly specialized, impersonal . . . and 
cold. The good old family doctor? He’d soon be a 
telic, replaced by integrated groups of specialists, all 
streamlined under an ultramodern hospital roof. 

That was 12 years ago. It dazzled me to watch the 
plan’s huge profits build and actually pay off beautiful 


GP January 1955 


hospitals. I fell for the plan’s economics offering what 
seemed complete surgical and medical care for a few 
dollars a month. I wrote it up—for the Reader’s Digest. 

But now, while this Kaiser-Permanente plan—yes, 
that is what it was—is still enrolling more and more 
hundreds of thousands of subscribers—now that it 
is an outwardly sensational success—I know that the 
bill of goods I’d been sold on it—is bogus. Its physi- 
cians are not servants of their patients—but, primarily, 
of the bookkeeping of the plan. It isn’t the condition 
of his patient that dictates the time and care the doctor 
devotes to the sufferer: it’s the red and the black of 
the plan’s economics. Firsthand experience has con- 
vinced me that it isn’t the kind of medicine I'd pick 
for my family. 

So, I’ve quit chasing medical economic rainbows, 
and have determined to look for what’s good in medi- 
cine as it is individually, privately practiced, now. 

It is an amazing fact that more life-saving science 
has been discovered in the past 30 years than in all 
previous history. What is still more astounding is the 
vast amount of this science that is practical and us- 
able. The result? Family doctors are now saving 
more lives than all the highly trained specialists put 
together saved 15 years ago. 


Academy Keeps Pace 


To keep up with today’s bewildering medical ad- 
vances, family doctors have banded together into the 
rapidly growing American Academy of General Practice. 
This helps them to get a practical lowdown on new 
discoveries in order to do their utmost for every pa- 
tient’s life. 

What top experts, it seems only yesterday, were 
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unable to do, is now done by family doctors. Some 
examples— 

Not long ago only an ear specialist could save 
children from mastoid infection. Now general prac- 
titioners, all over, block that danger with sulfas. Till 
recently, child-bed fever and other fatal forms of blood- 
poisoning baffled obstetricians, therapists and sur- 
geons. Now antibiotics, given by family doctors, are 
driving septicemia death rates toward zero. 

Their most spectacular achievement is against lobar 
pneumonia; 20 years ago it was the “captain of the 
men of death.” Now the chance of dying from it has 
tumbled from one in three to one in 29. Family doctors 
are turning it into an often minor ailment, to be 
treated at home. Such are some of the routine mira- 
cles highlighting the upsurge of the family doctor. 
Yet, all modern medicine isn’t by a long shot so 
simple as saving a patient just by giving him a few 
capsules of antibiotic. It’s a grim fact that many an ill 
baffles doctors despite new science available. 

It’s to remedy this situation that family doctors have 
organized their Academy of General Practice. 

General practitioners have looked this fact in the 
face—the chemical revolution has hit them so over- 
whelmingly it is perplexing to tell authentic remedies 
from those that are premature, or even phony. Having 
accepted the challenge that they’re responsible for 
the health of every family, general practitioners are 
going back to school for the duration of their working 
lives. 

But why did they start their own Academy? The 
total amount of postgraduate medical education sounds 
impressive. In 1953—65,000 doctors attended 2,000 
courses lasting from three days to a full year. Yet, 
the bulk of that teaching is aimed at specialists, 
mainly. It does not aim, primarily, at putting the 
results of the chemical revolution into the hands of 
family doctors, who care for 85 per cent of all illness. 

“Continuing professional education of practicing 
physicians constitutes one of the most . . . neglected 
problems facing American medicine today,” says Dr. 
Laurence B. Ellis, of Harvard, in The New England 
Journal of Medicine, February, 1954. 

Independently of the family doctor’s new Academy, 
it’s true that medical societies, state and national, are 
trying to keep physicians up with today’s scientific 
avalanche. The University of Kansas, for instance, 
sends teams of medical teachers through the state; 
similar circuit riders operate in many regions. This 
plan was pioneered by the Medical Society of the 
State of Pennsylvania. 

Even so, many medical leaders admit a dangerous 
defect in postgraduate teaching of family doctors. 
“Why are we failing?” asked a brilliant surgical pro- 
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fessor at a recent conference of members of the Michi- 
gan State Medical Society. He forthrightly answered 
his own question. ‘‘Our teaching isn’t aimed at what a 
doctor meets in his patients, day to day. We don’t 
give him the new stuffin the family doctor’s vernacular,” 

The organization of the Academy, to meet this 
defect, resulted from little fires of inspiration breaking 
out in many sections of the country in 1946 and 1947, 
It was to end the intolerable situation that a small 
group of general practitioners, not medical big wheels, 
just plain doctors, met in San Francisco during the 
annual AMA meeting in 1946 to lay plans for their 
new Academy. Among outstanding motivators were 
Drs. U. R. Bryner, Salt Lake City; R. B. Robins, 
Camden, Arkansas; Stanley Truman, Oakland, Cali- 
fornia; Paul A. Davis, Akron; J. P. Sanders, Shreve- 
port; Holland T. Jackson, Fort Worth; Arch Walls 
and E. C. Dexter, Detroit; and W. B. Hildebrand of 
Menasha, Wisconsin, now president of the Academy. 

For their Academy they began with a basic require- 
ment—no member may ever stop learning. 

Easy to say, but how to do it? Medical specialists of 
all kinds have long had their boards and academies, 
each devoted to this or that bit of the human body, all 
raising the standards of practice. But there’s a catch. A 
young physician passes his board examination, is certi- 
fied a specialist, and is set for life. No incentive to go on 
studying. 

From the outset the founders of the Academy dodged 
the dangers of members becoming medical mossbacks. 
How? By a simple rule: once elected, in order to staya 
member, every doctor has to complete 150 hours of 
scientific clinical study every three years; 50 hours of 
that must be devoted to approved, formal postgraduate 
training. If he doesn’t, he’s no longer a member of the 
American Academy of General Practice. The rule has 
teeth—this year 473 physicians were dropped for fail- 
ing to comply. 

Has this unique requirement kept the Academy 
down to a handful of medical zealots? Not at all. 
Within seven years, membership has grown to nearly 
20,000 doctors. Already the Academy is the second 
largest medical association in the country. It has 
chapters in every state in the Union and thousands of 
doctors are anxious to join. 


What Membership Does for You 


**What does your membership in the Academy really 
do for you®” I asked Dr. John Rodger of Bellaire, 
Michigan. 

Since Dr. Rodger has long been famed as one of 
Michigan’s most progressive physicians, surely he'd be 
the last to need prodding to keep up with medicine. 
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His answer surprised me. “My membership makes me 
take my postgraduate training,” he said. ‘Otherwise 
I'd put it off. Too busy with my practice.” 

The Academy’s most potent teaching tools are its 
scientific Assemblies, held yearly, nationally and in 
every state. “For general practitioners,” says Dr. Gil- 
bert Saltonstall of Charlevoix, Michigan, “there’s no 
medical meeting in the world, to compare with these 
Assemblies.” Dr. Saltonstall explained that, though 
the talks were given mainly by great specialists, they’re 
vivid, and held down to these A B C’s—Here’s what’s 
new—in diagnosis and treatment—its possible dan- 
gers, limitations, merits—for you, doctor, for your pa- 
tients.”” 

The three to four thousand doctors annually attend- 
ing the national Assembly don’t have to choose between 
a confusing array of simultaneous meetings as at most 
medical conventions. All doctors hear every lecture, 
each one geared to a simple, striking, visual aid exhibit. 

“Here’s how the Assembly helps me, in my prac- 
tice,” explains Dr. Jack DeTar, of Milan, Michigan. 
“[ hear an excellent talk on skin cancer. Then I go to 
an exhibit in another room, study the charts and pic- 
tures of such cancers, reinforcing what I’ve heard in 
the lecture. Later, at home, I receive a digest of the talk 
with photographs of important types of skin cancers.” 

Result? The year following, two skin cancers and 
two pre-cancers were removed in his office, the lab as- 
suring complete cure; and the job had been done more 
promptly and better, because of what he’d heard and 
seen at the Assembly. 

But cancer was only one of many items. “When I 
return from a meeting,” said DeTar, ‘‘I have a pocket- 
ful of little slips, my patients’ names on them, and their 
troubles. It’s surprising how many treatment sugges- 
tions crop out in those three-day programs.” 

Their Academy’s postgraduate requirement incites 
its members to go to other courses and clinics (besides 
the Assembly) to studies for which they were formerly 
“too busy.” Dr. Saltonstall says hundreds of his med- 
ical friends, besides himself, have been pushed into this 
broadening of their postgraduate learning. 

Because his pride as an Academy member would no 
longer let him be “too busy” Dr. Rodger recounted 
basic knowledge, which, if not in the Academy, he’d 
be without. At a pediatrics postgraduate course at the 
University of Michigan he had learned how, on the de- 
livery table, right after a baby is born, he could test for 
congenital dislocation of its hips, by how easy or how 
hard it was to flex its knees back up against its stom- 
ach, Easy? Okay. Difficult? Then x-ray to verify if a 
dislocation ; and immediate treatment to prevent later 
setious surgery or serious deformity. 

At the Congress of Obstetrics and Gynecology, in 
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St. Louis, he’d learned about Trilene, the wonderful 
new British inhalation anesthetic, ‘‘the Queen’s anes- 
thetic,” it was called because Queen Elizabeth had 
used it in childbirth. It was safe and very effective and 
women could give it to themselves—great for small 
hospitals where there was no trained anesthetist. 

At another meeting he had heard Dr. Theron Ran- 
dolph describe how a patient’s acute insanity was found 
due to a food allergy to beets—this alerted him to look 
for dietary causes of mysterious illnesses. And at an 
extramural postgraduate clinic he had learned of Rau- 
wolfia in the very first year of its use in this country— 
making it possible for him, at last, to begin the safe and 
effective treatment of deadly hypertension in his own 
office. 


Pleasure Instead of Grim Obligation 


The Academy has its own journal, a streamlined 
periodical — GP — which stands for “general practi- 
tioner.” Mac F. Cahal, its publisher and also executive 
secretary of the Academy, sums GP up accurately: “It 
makes reading medical literature a pleasure instead of 
a grim obligation.” 

GP’s publication committee, meeting often, maps 
out the rapidly changing fields of diagnosis and treat- 
ment vital to every family doctor. Its articles are as di- 
versified as the doctor’s own daily routine. Beautifully 
illustrated, it gives the lowdown in plain words yet 
with scientific precision on problems from constipation 
to cancer. Medically, GP is novel—though authorita- 
tive, its articles read like stories. 

The Academy’s leaders work mightily to bring all 
possible new communication techniques to bear on 
teaching their doctors. February, 1955, will see the larg- 
est medical meeting in history: 20,000 physicians in 57 
cities from coast to coast, assembled in hotels and hos- 
pitals, will attend a closed circuit TV hookup, piped 
by the Academy over a coaxial tube. 

Panels of medicine’s top experts, presenting patients, 
and by all visual aids, will give this tremendous med- 
ical audience the latest on how to fight streptococcus 
infections. 

To be worthy of membership in their Academy, fam- 
ily doctors live under a discipline sterner than that of 
any specialist. They are being taught to be sharp on 
diagnosis and treatment of every type of ill that plagues 
us. So that, if a case is beyond the family doctor’s skill, 
he can quickly route us to the proper specialist. 

This new type of teaching makes fierce demands on 
the general practitioner’s conscience. It requires a new 
medical honesty of family doctors who, if they’re com- 
petent, can take care of 85 per cent of all our ailments. 
But not of all. An Academy man has got to know what 
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he doesn’t know and get the residual 15 per cent of us 
to a specialist who does know. 


Stands Above the Specialist 


Though humble compared to the great experts on 
our skin, our stomach, our kidneys, brain and joints, 
the new G.P. — general practitioner — really stands 
above every specialist. The family doctor knows us as 
whole human beings—bombarded by the stresses that 
cause anxieties and tensions which then—va our nerv- 
ous system—trigger troubles in many of our organs. 

This is now known as “‘psychosomatic”—a fancy 
word to label what family doctors know, namely, that 
anxieties can upset body functions and help cause 
diseases. 

To this branch of medicine the Academy gives great 
attention. Dr. Howard A. Rusk, famous leader in phys- 
ical rehabilitation, in The New York Times, recently 
reported with enthusiasm his experience at the annual 
Scientific Assembly of the Academy of General Prac- 
tice. Dr. Rusk told how 4,000 avid, note-taking doc- 
tors packed every session. In his report he used a word 
not seen in medical college curriculums— 

“The general practitioner,” wrote Dr. Rusk, “‘is re- 
quired to meet the total medical, emotional and spirit- 
ual needs of his patients.” 

That’s the secret of the new family doctors: through 
their Academy they strive for the latest science, but 
combine it with love. Not long ago a family doctor, an 
enthusiastic Academy member, was baffled by a pa- 
tient about to have an operation, but nervously shot to 
pieces by fear he wouldn’t survive it. Counseling him, 
the family doctor found the man so scared of dying be- 
cause he hated his neighbor, and feared God wouldn’t 
forgive him for it. 

That family doctor took down his Bible and read a 
few verses from the Sermon on the Mount to the fright- 
ened patient. “Love your enemies, bless them that 
curse you, do good to them that hate you, pray for 
them that despitefully use you.”’ The man lost his fear ; 
the operation cured him. 

The Academy’s successful fight for higher standards 
of general practice has sparked a movement among its 
members—for specific training as family doctors imme- 
diately after young M.D.’s have been graduated. Uni- 
versity.of Colorado Medical School has established three- 
year hospital residencies in general practice; and in 
many teaching institutions, two years of specific hospi- 
tal training for family doctors is recommended. The 
Academy’s fight for the family physician has already 
resulted in establishment of departments of general 
practice in over 50 per cent of accredited general 
hospitals. 
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Dr. Louis H. Bauer, past president of the AMA, 
proposed recently that all physicians, on graduation, 
even if they aspire to become specialists, shall first 
serve a term of years in general practice—so that they'll 
first of all be doctors to the whole human being. This 
plan is being actively advocated by Dr. James H. Fyvie, 
a director of Michigan’s Academy of General Practice. 

Over and above today’s profusion of chemical bless- 
ings, the American Academy of General Practice marks 
a major turning point in the fight for life. Recently a 
group of physicians who had gathered in Chicago was 
asked this simple question: 

‘What has membership in the American Academy 
of General Practice done for you?” 

They had come from coast to coast—Drs. Jesse D. 
Rising, from Kansas City, Missouri; R. Varian Sloan, 
from Glendale, California; J. L. Patterson, from Lo- 
gan, West Virginia; Albert S. Dix, from Mobile, 
Alabama; E. S. McLarty, from Galveston, Texas; 
Carleton R. Smith, from Peoria, Illinois; Loren G. 
Shroat, from Seattle, Washington; Joseph Lindner, 
from Cincinnati, Ohio; and William J. Shaw, from 
Fayette, Missouri. 

Their answers, though varying in expression, had 
a simple theme, as stated by Dr. Rising. “What has 
the Academy done?” 

“It has made me a better doctor because it has en- 
couraged me to take continued postgraduate training, 
so as a result I can give my patients new and better 
treatment.” 

How are we, as laymen, in our communities, to 
find such doctors? 

Dr. Gilbert Saltonstall has given me an answer. 
‘When patients are moving away from Charlevoix, 
and ask how they'll find a good family doctor,” he 
says, “I take down my directory of the American 
Academy, and look for a physician who’s a member, 
at or near the place to which the patient is moving. 

*T can recommend him confidently,” says Dr. 
Saltonstall, ‘he’s the man who is keeping up with 
medicine, and is prepared to assume total responsi- 
bility for the family’s health.” 

What any citizen can do, to find such a doctor, is 
to write to Mr. Mac F. Cahal, Executive Secretary, 
American Academy of General Practice, Kansas City, 
Missouri. 


Specialists Have Their Place 


Maybe in my enthusiasm for the new power and 
dignity of family doctors, I neglect the professors 
and specialists. Forgive me. Yet I do know a lot of 
professors who, because of their therapeutic nihilism, 
should be awarded a new degree, that of W.D.—Daoctor 
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of Negativity. This degree is the idea of famed derma- 
tologist, Marion B. Sulzberger, of New York. And yet, 
without those professors, board members, who are 
real clinical investigators, who are specialists in re- 
search and great doctors as well, the Academy would 
fold very soon. 

Here are a few of their deeds that are now expand- 
ing the field of action of the family doctors— 

Nobel prizeman, Philip S. Hench, and his associates 
at Mayo Clinic have proved that cortisone and ACTH 
can be used in practice against rheumatoid arthritis— 
if the physician will spend the time and effort prop- 
erly to select and manage its victims. This condition 
tortures 3,000,000 Americans. 

Countless cases of mid-life deterioration come to the 
general practitioner. They may masquerade as heart 
trouble, neuroses, or simply appear to be a mysterious 
slipping of initiative and vitality. Tom D. Spies of 
Birmingham, Alabama, has found that a great deal of 
such incapacitating, vaguely defined illness is actually 
nutritive failure. 

It can be chemically reversed by family doctors 
who’ve been educated out of the notion that a “‘well- 
balanced diet” suffices, and that vitamins are only 
for victims of outright pellagra, rickets, beriberi or 
scurvy. Nutritionists now frequently demonstrate a 
reversal of premature old age. This field is now the 
family doctor’s. 

These specialists, clinical investigators, are the best 
friends of the general practitioner. Example: 

Dr. Marion B. Sulzberger, in New York City, has 
brought a great deal of eczema and its evil allergic 
brothers under control by steroid hormones. Systemi- 
cally in severe cases. And hydrocortisone in ointment 
and lotion form is banishing much of the old stink, 
sting and stain from the treatment of many skin 
troubles. 

“Of course it’s taking a lot of business away from 
me,” says Sulzberger. ‘‘Physicians tell me: ‘I don’t 
send you patients anymore. I just study your pre- 
scriptions, use them, and my patients get better.’ 

“That’s okay with me,” says Sulzberger, “it frees 
me, to study tougher dermatologic problems.” 


Profound Effect on Medical Economics 


The upsurge of the family doctor is bound to have 
a profound effect on the economics of medicine. All 
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proposals for a radical change in our system of medi- 
cal practice are based on the assumption that it costs 
too much to be sick. Granted. But, in view of the 
new power of family doctors, especially since they see 
illnesses in their early stages, it’s clear that the costs 
of medical and especially hospital care will take a 
tumble, if every person consults a good general prac- 
titioner first, in all sickness. 

Here’s the power of the American Academy of 
General Practice—it is raising the competence of 
general practitioner’s to such a degree that people in 
general will demand a family doctor, as medical man- 
ager of the family in illness and in health. That is the 
one way to get rid of the threat of medical regimenta- 
tion—by the totalitarian boys, both of the government 
and of the private, closed panel plans. 

Here, for me, is the glory of the Academy. To ex- 
plain it I must tell a true story, a piece of factual re- 
porting by the greatest of all Russian writers, Fyodor 
Dostoyevsky. He died in 1881. His work today is 
frowned on by the Soviets because he believed in 
individuals and believed in God. 

In his report, Dostoyevsky told of a little German 
doctor who at the age of 84 had just died, in poverty, 
in a city in western Russia, in 1870. The people of 
that city, many weer ing, followed that poor little doc- 
tor’s body to the cathedral. The Jewish rabbi, the 
Lutheran pastor, the Russian orthodox priest, all in 
tears, eulogized his memory. And why? 

Because, when he’d delivered a peasant woman in a 
poor home and there wasn’t so much as a cloth to put 
round the baby, he tore off his shirt and swaddled 
the child... 

In that kind of devotion this little physician had 
lived his life; and the whole town knew it; and that 
day, Jews and Germans and Poles and Lithuanians 
and Russians—all hating each other—were brought 
together in common grief at their doctor’s grave. 

It wouldn’t take many of that kind of man, said 
Dostoyevsky, to bring human beings fogether. How did 
the great Russian writer think of that little physician? 
As a man of the future. He called him a universal man. 

And mark you, that poor little family doctor—this 
was in 1870—had little science with which to ease 
human suffering. Only love. How wonderful is the 
destiny of the family doctor of today, now that he can 
add the authority of pain-killing, strength-giving, life- 
saving science to his love for suffering human beings. 
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“Except ye utter by the tongue, words easy to be under- 
stood, how shall it be known what is spoken ? For ye shall 
speak into the air.” | Cortnruians XIV-9 


Most ANIMALS can emit noise, a cry characteristic of 
their species. Man alone speaks. Man has converted his 
speech into writing. Writing has given him a history 
and a standard of conduct. Speech and the recording of 
it in writing in a large measure establishes the great 
chasm between man and the next lower animals in the 
descending evolutionary scale. Words carefully se- 
lected, words beautifully chosen can change a piece of 
blank paper into the glories of a mountain sunset or the 
freshness of the azure of the morning cloud. 

Every vocation dignified by the name of a profession 
has a literature. It is a record of its milestones of 
progress. It connects the thoughts of an ever lengthen- 


Your reading audience is not suffering 
from a dearth of medical writing. 


“Medical Reading and Writing,” an article by GP’s medical editor, 

Dr. Hugh H. Hussey, which appeared in last month’s issue of GP, masterfully covered 
the problems of the average physician-reader and made suggestions for easing 

the reading burden. One of the author’s conclusions was that the job would be 

still easier if more medical articles were well written and illustrated. In the light 

of Dr. Hussey’s treatise, the following article, ““On Medical Writing,” 

by John C. Krantz, Jr., Ph.D. of Baltimore, Maryland, was felt to be a fitting sequel. 
Dr. Krantz, well known to Academy audiences at the Atlantic City and 

Cleveland Assemblies, has written the medical textbook, Pharmacologic Principles 

of Medical Practice, and is co-author of a new and unusual book, 

The Art of Eloquence.—PuBLISHER 


ON MEDICAL WRITING 


BY JOHN C. KRANTZ, JR., Ph.D. 


ing past with the present practices. It charts the future. 
It gives inspiration and guidance to the young. Medi- 
cal literature is the great heritage of every physician. It 
is priceless. This valuable heritage devolves upon every 
physician an obligation. For every man is a debtor to 
his profession. The physician is therefore obliged to 
write. His eyes are unique. His reaction to the nature 
of disease and its etiology is individualistic. He has a 
contribution to make to the great backlog of medical 
literature. For every stream of thought must be bent 
and eddied by the banks of the generation of doctors 
through which it flows. 


Should the Doctor Write 


Let us therefore assume that the physician has an 
obligation to write. But this obligation must be fostered 
by motives which are altruistic and not selfish. There- 
fore it becomes axiomatic that one should not write 
unless he has something to say. Your reading audience 
is not suffering from a dearth of medical writing. There 
is no famine extant in the land with respect to medical 
journals. The doctor is buffeted on all sides with ma- 
terial to read. Therefore unless one has observed some- 
thing new, and one must be sure, or unless one has 
evolved a new concept of a disease or its treatment, or 
can offer an informative review of a medical subject, 
one is not justified in writing. There is a plethora of 
meaningless, repetitious medical writing. It lacks orig- 
inality and is uninspiring. 


Expository Writing 


Assuming therefore that one has something to write 
let us give some consideration to the techniques of 
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The adversary is an overburdened man. 


medical writing. At the very outset I wish to empha- 
size that medical writing is “‘writing” applied to medi- 
cine. It therefore must follow the fundamental rules of 
style, reader interest and clarity which apply to all 
literature. Rhetoricians divide all writing into narra- 
tion, description, exposition and argumentation. Medi- 
cal writing is mainly exposition with some description. 
Expository writing is difficult. This form of composi- 
tion endeavors to answer the endless curiosity of man. 
It answers questions—What is this? How did this 
originate? What caused it? Where is it going? How is 
it operating? What does it mean to me? How does it 
affect me? How can I use it? 

_ Medical writing cannot escape being mostly expos- 
tory writing. Exposition that satisfies its readers is 
adequate; that which stimulates and inspires its read- 
ets to action is powerful. 

Expository writing is a problem in strategy. The ad- 
versary is the overburdened medical reader. He is vigi- 
lant. Besides he is armed with two formidable weapons, 
lack of interest and lack of comprehension. Against 
these weapons the attack of the writer must be planned. 
For the central purpose of the writer is to affect the 
teader’s mind. The writing should be designed to hold 
interest and inspire the reader to action. Friends of 
Cicero complimented him stating he was the greatest 
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orator. Cicero promptly retorted, “It is not so for when 
I speak the people in the Forum say, ‘How well he 
speaks,’ but when Demosthenes addressed the people 
they rose and shouted, ‘Come let us up and fight the 
Macedonians!"”’ Powerful writing like effective speak- 
ing provokes action on the part of the audience. 

The medical writer must keep clearly before him the 
controlling purpose of his exposition. It may be stated 
as the answer to the question. What am I attempting to 
accomplish? The controlling purpose must envisage 
three facets. These are the subject itself, the person- 
ality of the author and the character of the reader. 
These are the parameters of the exposition. They must 
be infused with a clarity and felicity of diction that will 
cause the writer to grasp the imagination of the reader 
and above all influence him to action. Frequently this 
can be subtly accomplished by interspersing exposi- 
tory writing with human interest narration. Narration 
tells a story—and everyone likes to read or hear a 
story. Let us see how it is done. 


Plain Writing 


The art of plain writing is based upon a few very 
simple principles. All of these principles can be put to 
the acid test of writing and that is reader’acceptance. 
Reader acceptance is dependent upon sentence struc- 
ture. Make your sentences compact. Avoid as far as 
possible lengthy, straggling, padded sentences. Use a 
word to take the place of a phrase. For example—‘but 
the treatment was a complete failure,” can be more suc- 
cinctly stated “failed completely.” Again the phrase, 
“it is of importance also to physicians themselves,” 
may be advantageously reduced to “‘it also concerns 
physicians.” Padded sentences become long sentences 
and long sentences make difficult reading. They con- 
jure up reader resistance and befog the central purpose 
of the writing. Flesch in his fascinating book, The Art of 
Plain Talk, makes clear that sentences with words 
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numbering up to 14 make easy reading. Conversely 
sentences with over 20 words make reading difficult. 
Check your manuscript for ease of reading, the average 
sentence should not contain more than 20 words. The 
period provides that split-second break in the reader’s 
‘attention which allows him to recoup his powers of 
concentration. He then proceeds with fresh interest 
and enthusiasm. 

Another enemy of plain writing is the abundant 
use of affix words. Such words cause the reader to 
want to split the word into two parts, disentangle it 
from the sentence and then determine what the affix 
does to the meaning of the sentence. This develops 
reader resistance. Let us illustrate. “Advice to the pa- 
tient transcends drug therapy.” Omitting the affix 
word “transcends” the sentence offers less reader re- 
sistance as follows. ‘Advice to the patients goes beyond 
drug therapy.” Again the sentence, ‘Treatment was 
discontinued” is more effectively stated, ‘“Treatment 
was stopped.” Medical terminology contains many 
affix words such as pancreas, antitoxin and microscope. 
These must be used. Therefore it behooves the medical 
writer to reduce as far as possible the number of non- 
technical affix words and replace them with root words 
as illustrated. Easy reading contains less than 30 affix 
words per 100 words of manuscript. Difficult reading 
contains often more than 50 per cent of affix words. 


Semantics 


Every medical writer should acquaint himself with 
certain principles in semantics before attempting to 
write. The fabric of speech is spun with words. These 
are the tools of thought. Semantics is concerned with 
the meaning of the meaning of words. John Dewey 
once declared, ‘The heart and strength of the demo- 
cratic way of living... are the processes of effective 
give-and-take communication.” Even democracy breaks 
down at times from a lack of understanding of the 
meaning of words. Words are prime disturbers of the 
peace of mind. Words may possess explosive violence. 
But what has this to do with medical writing? Let us 
see. 

A word is not the object itself but simply a label for 
it. The object is the referent of the word. The two must 
not be confused. The species of fruit, orange, has many 
labels in different languages. Yet all of the labels can be 
referred to the specimen, the orange. Words with ready 
referents are effective words for plain writing. The 
referent defines the word and clarifies the meaning for 
the reader. Many words which express quality and 
emotion are difficult to define and their referents de- 
pend upon the circumstances under which they are 
used. Such words as nice, wonderful and goodness 
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have many different meanings. Their interpretation is 
subject to the judgment of the reader. Nouns such as 
capitalist, politician, democracy and liberality are not 
easily defined. They are often called fighting words, 
An example will clarify the two types of words. The cry 
of the French Revolution was Liberty, Equality, and 
Fraternity. These are words with emotive function but 
very little concrete meaning. It is a matter of interpre- 
tation. Their referents are not readily found. On the 
other hand the timeless expression of the New Testa- 
ment “Do unto others as ye would have them do unto 
you,” leaves nothing wanting. The language is poig- 
nant in its simplicity. The reader is the referent along 
with his friends and neighbors. Personal reference al- 
ways creates interest. 

Medical writing is frequently fraught with meaning- 
less generalities when specific description would effect 
plain informative writing. The terms “frequently” and 
“seldom” are capable of more definitive time expres- 
sions. The expression “euphoria” has many interpre- 
tations and can be better defined in simple terms. Does 
one mean a false sense of well-being superimposed by 
emotional stimulation? Or is one referring to a true 
sense of physical well-being founded upon a well-es- 
tablished homeostasis? It makes a great difference. The 
expression that a drug depresses the patient is better 
replaced by more definitive language. Does it produce 
drowsiness, physical fatigability, lethargy—is it both 
physical and mental? These portray to the reader spe- 
cific referents rather than a vague generalization. 


Colorful Language 


There are those who will state that colorful language 
has no place in medical writing. With these I disagree. 
One writes to be read and doctors, like all other human 
beings, are captivated by colorful language. The meta- 
phor and simile with human interest and narration 
will make a subject live. It paints a picture and a pic- 
ture is worth a thousand words. 

Consider some of the beautiful and colorful ex- 
pressions of some of our best writers. Mr. Justice 
Holmes speaks of ‘the ever-lengthening past.”” Badger 
Clark speaking of the Bad Lands of South Dakota 
states “they are as dry as a crater cup.” Ella W. Wilcox 
writes “the narrow aisles of pain.” Henley writes of 
“the menace of the years and bludgeonings of chance.” 
Patrick Henry spoke of “the delusive phantom of 
hope.” 

Medical writing gains reader interest by the inclu- 
sion of such colorful expressions. Paracelsus spoke of 
epilepsy as “the disease of lightning” because the indi- 
vidual was struck down by it as by a bolt out of the sky: 
Osler writing of the effect of thyroid on a cretin used 
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this language: ‘Even the magic wand of Prospero or 
the brave kiss of the daughter of Hippocrates never ef- 
fected such changes as these.” Behind this expression 
you catch a glimpse not only of the efficacy of the 
treatment but also of the cultural background of the 
author. Joslin wrote of diabetic coma as the “Sword of 
Damocles” suspended over the head of the patient 
with diabetes. When insulin was discovered this master 
clinician wrote in his inimitable style, ‘The scenes are 
shifted and the actors are changed. No longer is the 
setting youth and the villain coma, but the stage is ar- 
ranged for an old age act and an old actor named ar- 
teriosclerosis, renowned for his multiplicity of roles 
... For what he was rather than for what he is, the first 
place in the causes of death from diabetes should be 
given to coma, chiefly to point out that this villain 
should no longer be permitted to take any part, be- 
cause knowledge and education have been joined by 
insulin.”” 


H. Houston Merritt colorfully described the use of 
the electroencephalogram in epilepsy as follows: ‘The 
electroencephalogram has given us a brief glimpse be- 
hind the scenes, but what is seen in the electroenceph- 
alogram is the storm, and not the earthquake or other 
mighty forces which produce the storm.” It was George 
Crile who called peptic ulcer ““The Wound Stripe of 
Civilization.” It is clear that such expressions make 
medical writing sparkle. They give the emotional touch 
which confers upon an otherwise lifeless prose the hues 
of a rainbow. 

In this essay I have endeavored to point out the ob- 
ligation of the doctor to write. He, too, benefits by 
crystallizing his thoughts in precise writing. As Bacon 
so cogently stated, ‘‘Writing maketh an exact man.” 
Medical writing is the long arm of communication be- 
tween the present-day doctor and posterity. The Eng- 
lish language stands as your most effective tool; learn 
to use it with precision and beauty. 


PROFESSIONAL ‘‘FLOOR LIMIT” 


BY N. B. CRITSER 


President, Associated Credit Bureaus, Fifth District 
Madison, Wisconsin 


Ir is CusroMarY for the professional man to render 
service without question. There is a moral obligation 
to heal the sick and relieve pain—without first in- 
quiring of the credit bureau as to the economic health 
of the patient. 

Unfortunately, a lot of professional men use this 
as an excuse to make no credit investigation what- 
soever. They say to themselves, ‘The patient has 
been treated. What is the use of checking now?” 

You might be surprised to know that most large 
department stores have a $25 “floor limit.”” They will 
sell up to $25 of carry-out merchandise without a 
complete credit investigation. Thus, the store in many 
stances Opens an account with a new customer 
about the same as the professional man. The amount 
of the transaction easily could be the same as that 
of a doctor with a new patient. The difference in the 
operation is that THE STORE VERY RARELY FAILS TO GET 
A COMPLETE CREDIT REPORT IMMEDIATELY AFTER THE 
ACCOUNT IS OPENED. The store does this largely as a 
protective device. The professional man could well do 
it not only for his financial protection but as a vital 
adjunct to his public relations. 
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Theoretically, a man’s financial condition has 
nothing to do with the treatment he gets from the 
doctor, but in reality that is not fair to either the 
doctor or the patient. An old doctor once told me, 
“We pocror the rich and HEAL the poor.” That is 
not too unjust an arrangement for the patient or the 
doctor. 

Many of the new miracle drugs are expensive and 
have not been in the doctor’s medicine bag long 
enough for him to know exactly what to expect on 
different diseases and different individuals. With rea- 
sonable limitations it would seem much fairer to first 
try these remedies on patients who could well afford 
them rather than add financial worries to those already 
caused by sickness. This doesn’t mean that financially 
poor patients should be given an inferior grade of 
treatment but rather that costly experimental treat- 
ments should not unnecessarily add worry to their 
illness. 

The use of credit reports not only helps prevent the 
building up of a heavy obligation by patients to whom 
this may be a doubtful favor, but even more important, 
enables the professional man to serve the good credit 
risk without hesitation and thereby more firmly estab- 
lish “good customer relations.” 

The professional man should know, and he can’t 
tell by locking, these facts about each patient: 

1. Who is he? 

2. Where is he? 

3. How can he pay? 

4. What can he pay? 
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The credit bureau report to the MERCHANT depends 


a lot on “pay habits’”—how the individual pays his 

_ credit accounts at other stores. This “pay habit” 
information will quickly show the doctor those people 
who are slow in paying their other accounts. 


Unfortunately, a pRompT PAY record is not quite as 


reliable for the professional man as for the merchant. 
Several surveys have indicated that for a large ma- 
jority of people, the doctor’s bill is always the last 
to be paid. This is so true that some “sharpie” credit 
operators call only the doctor for a credit reference, 
with the idea that if the customer pays his doctor 
HE WILL PAY ANYBODY. 


To some extent this is due to the manner in which 


doctors have handled their accounts in the past. The 
doctor didn’t have the information as to which pa- 
tients could pay and which couldn’t, and was, there- 
fore, reluctant to press any of them. This “customer 
training” has led even good-paying customers to be 
slow and indifferent with their doctor bills. 


It is understandable that a doctor will have some 


patients who are unable to pay, or at least will be 
slow in paying until literally they “get on their feet 
again.” Then there will be some who really could pay 
but would like to convince themselves that they can’t, 


unless otherwise reminded. 


The doctor doesn’t prescribe the same treatment for 
all physical ills and there is no one treatment for all 
financial ills either. There is probably as much differ- 
ence in the FINANCIAL HEALTH of the patients who cross 
the doctor’s threshold as there is in the physical 
health of these same people. Without securing a 
credit report, the financial treatment will go as far 
astray as a physical treatment without any diagnosis, 

A credit report from the credit bureau will give the 
financial history of the patient and help the doctor 
decide the type of treatment necessary to help the 
patient both physically and financially. The doctor 
needn’t change his present “‘floor limit,”” but he might 
do well to follow the practice of the department store 
in ordering a credit report immediately after the 


account is opened. 


WHAT OTHERS ARE SAYING... 


Why Patients Don’t Pay 


To DETERMINE the cause of physician-patient economic 
difficulties, the Bureau of Medical Economics of the 
Alameda County Medical Society in cooperation with 
the California Medical Association conducted a four- 
month survey covering 1,560 patients whose accounts 
were delinquent. 

Analysis of reasons for non-payment, showed the 
following breakdown: 

1. Adjustable Economic Difficulties—19 per cent. These 
people proved to be undergoing financial hardships 
when contacted by the Bureau. Most involved tempor- 
ary emergencies. 

2. Poor business methods in the doctor’s office—30.23 per 
cent. This included no billing; insufficient information to 
trace “skips”; statements not itemized; no collection 
follow-up in the doctor’s office. 

3. Dissatisfaction with medical services—3.4 per cent. 
The Bureau found that one-third of this group had justi- 
fiable complaint. 

4. Responsibility for bill disputed—2.04 per cent. Pa- 
tients pointed fingers at a divorced husband, a parent, 
insurance company and others. The Bureau agreed with 
about a third of them and collected the bill at the proper 
source. 

5. Excessive fee—2 per cent. 

6. Patient not informed—2I1 per cent. This involved 
the failure of the doctor to make clear financial arrange- 
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ments with the patient before treatment or rendering 
the bill. The patient, in some cases, was not informed of 
laboratory, x-ray, and other costs. 

7. Negligent; slow pay—9.61 per cent. 

8. Personality clashes—.86 per cent. Anger directed 
at the doctor or his nurse on a personal level. 

9. Deadbeats—10.99 per cent. 

It is re-emphasized that the above figures represent 
delinquent accounts only, and do not represent the doc- 
tor’s total practice. 

The Bureau noted that when steps were taken to cor- 
rect the above difficulties collections increased as much 
as 25 per cent and what is more important, patient satis- 
faction with the physician and with the economics of 
medicine increased proportionately. 

The authors observe that while the patient’s ex- 
pressed reason for non-payment may not be justified 
by the facts, it still remains his opinion. As such, it is 
that man’s part of public opinion and must be given 
full credence when considering public relations. 

Regarding the itemization of bills the following com- 
ment is found in the article: 

**When the first knowledge of his debt to the doctor 
comes with a bill for $100 or $500—labeled only ‘for 
professional services’ and implying demand for imme- 
diate payment—the head of the average middle-class 
family undergoes perhaps four stages of emotion. First 
is shock. Next is panic. Then comes anger. And this 
then could, and does, lead to a search for some reason 
he shouldn’t pay the bill . . .” 

—Bulletin, Committee on Medical Economics 
California Medical Society 


GP Volume XI, Number! 


fe 
{ 
a 
‘ 
§ 
rf T 
a t 
a 
tl 
t 


om- 


ctor 

‘for 
me- 
class 
First 

this 
ason 


Number 


Acute Pulmonary Edema. By Mark D. Altschule, M.D. Pp. 68. 
Price, $3.50. Grune & Stratton, Inc., New York, 1954. 


| wouLD suGGEsT that the busy practitioner reverse his 
order of reading this book and read the last chapter first 
and the next to last chapter second. This order would give 
the very busy doctor the meat and potatoes first. 

I have never seen a better short summary of the difhi- 
cult subject of pulmonary edema. However, a busy man 
cannot spend the time to study the theoretical causes of 
this disease. Having been in clinical practice a number of 
years, | found some of the physiology quite difficult to 
follow. 

This author is not like some of the professors of medi- 
cine whose reports I have read. He has obviously seen a 
great number of clinical cases in order to produce this 
interesting discussion. He must have had a rich clinical 
experience to write this monograph. 

My limited experience with intermittent positive pres- 
sure breathing would not quite agree with that of the 
author, in that in certain stages in pulmonary edema I 
have found it helpful. 

—Ricuarp A. MILLs, M.D. 


The Auxiliary Heart. By William Walter Wasson, M.D. Pp. 184. 
Charles C Thomas Co., Spring field, Ill., 1954 


AT THE OUTSET, it should be understood that this mono- 
graph is not concerned with mechanical or other devices 
that replace the heart. Rather, “the auxiliary heart” is the 
combination of extravascular influences—chiefly respira- 
tory—that assist the right side of the heart in propelling 
blood through the pulmonary circulation. 

Wasson discusses “the auxiliary heart” mainly from a 
roentgenographic approach. He provides convincing sup- 
port for his thought that physicians would do well to ap- 
praise all thoracic disorders for the effect they have on 
right-heart function. This type of orientation is certain to 
have a considerable influence upon therapy and will, the 
author points out, “. . . prevent many cardiac failures in 
the operating room or the sick room.” 

Printed and bound in excellent style, and liberally illus- 
trated, this book is in the tradition of the Charles C Thomas 
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Practitioner's Bookshelf 


monographs. It is a “must” for roentgenologists, cardiolo- 
gists and those physicians who specialize in chest diseases. 
For other physicians also, The Auxiliary Heart promises 
a new viewpoint toward cardiopulmonary function—a view- 
point that should add finesse to therapy. 

—Hucu H. Hussey, 


A.M.A. Fundamentals of Anesthesia. 3rd ed. Edited by the Council 
_ on Pharmacy and Chemistry of the American Medical Associa- 


tion. Pp. 279. Price, $6.00. W. B. Saunders Co., Philadelphia, 
1954. 


Tue A.M.A, Fundamentals of Anesthesia is just exactly what 
the name implies. The entire field of anesthesia has been 
scanned in 279 rather small pages. The brevity of the book 
not only makes it appear dogmatic, but also makes it rather 
difficult reading. The preface states that the first two edi- 
tions were undertaken to fulfill a wartime need, and that 
the manual was sponsored “*. . . to fulfill a dual function, 
first, as a basic source of instruction for medical officers in 
anesthesia, and second, as a text emphasizing the prin- 
ciples governing safety in the administration of depressant 
drugs and the care of patients in a state of respiratory or 
circulatory depression.” These were wartime demands and, 
as such, satisfied these demands very well. 

Revisions have been made to include new techniques and 
other progresses made in pharmacology and physiology 
during the intervening years. I think the scope of this book 
might best be compared to an outline which one might 
have prepared during his four years of medical school. The 
basic fundamentals may be well outlined, but without addi- 
tional instruction the outline alone would be inadequate. 
The fundamentals of all phases of anesthesia are well 
stated, ranging from the physiology and pharmacology 
through pre- and postoperative care, medicolegal aspects 
and safety factors. But many of these subjects are textbooks 
in themselves and need considerably more explanation than 
is given in this book. Only 74 of the 279 pages have been 
devoted to general anesthesia. 

As a summary of the fundamentals of anesthesia, and as 
purely an outline of many rather dogmatic facts, this book 
covers a tremendous amount of material very well. The 
contributing authors and the Committee on Revision in- 
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AUTHORITATIVE 
SOURCES 
CONTINUE 
TO CONFIRM 
THE 
WIDE MARGIN 


OF SAFETY OF— 


GITALIGIN’ 


(WHITE’S BRAND OF 
AMORPHOUS GITALIN) 


A digitalis preparation of choice for 
routine management of congestive 
heart failure, Gitaligin’s wide thera- 
peutic range permits rapid digitali- 
zation and successful maintenance 
with a minimum of toxic side re- 
actions—even in refractory cases 
where other glycosides have failed. 

Simple dosage equivalent: 0.5 mg. (1 
tablet) of Gitaligin is approximately 
equivalent to 0.1 Gm. (1% gr.) digi- 
talis leaf. Gitaligin is supplied in 0.5 
mg. tablets, deep scored for accuracy 
and flexibility of dosage—in bottles of 
30 and 100. 

Gitaligin is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 


WHITE LABORATORIES, INC., 
Kenilworth, N. J. 


“The clinical application of the wide difference 
between toxic and therapeutic dose in gitalin 
[Gitaligin] is an important advance in the 


pharmacology of cardiac glycosides.” 
Dimitroff, S. P.; 
Griffith, G. C.; 
Thorner, M. C., and 
Walker, J.: Annals of 
Int. M. 39:1189 (Dec.) 
1953. 


_5 out of 9 patients “did not manifest toxic 
symptoms even after 6 to 24 weeks at dosage 
levels 3 to 6 times their minimal 


maintenance requirement.” 


Weiss, A., and 
Steigmann, F.: Amer. 
J. Med. Sc. 227:188 
(Feb.) 1954. 


**...in the refractory cases of heart failure where 

desirable digitalis effect cannot be maintained 

without toxicity (the therapeutic range having 

dwindled to nothing as it tends to do in advanced 

heart disease), gitalin [Gitaligin] 

with its wider therapeutic range 

may still be effective when other 

preparations have been found Editorial, Annals of 
“waaay: Int. M. 40:820 (April) 

wanting. 1954, 


Merriott, H. J. L.: 


“Instead of requiring two-thirds of the toxic dose 
before attaining a therapeutic effect, the usual 
patient will respond when approximately one-third 


of the total toxic dose is administered.” 


Batterman, R. C.; 
DeGraff, A. C., and 
Rose, O. A.: Circula- 
tion 5:201 (Feb.) 1952. 
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dude many outstanding authors and authorities in the field 
of anesthesia. However, I believe they would all agree that 
this could not be called an adequate textbook by itself, but 
merely a supplemental text where brevity and rapid sum- 
marization of a particular subject in anesthesia may be read 
quickly. 

If the general practitioner is in training and has good 
supervision to explain and elaborate many of the basic 
fundamentals found in this text, I feel that it will be benefi- 
cial, but for a general practitioner who is attempting to 
learn more about anesthesia without the guidance of an 
experienced teacher, I do not believe this book would serve 
the purpose. —WatteR W. TILLMAN, JR., M.D. 


Diseases of the Skin. Sth ed. By Oliver S. Ormsby, M.D. and 
Hamilton Montgomery, M.D. Pp. 1,503. Price, $22.00. Lea & 
Febiger, Philadelphia, 1954. 

Tus, the eighth edition, covering approximately 39 years 
of experience by the authors, incorporates all the new con- 
cepts and important findings in the field of dermatology. 
The relationship of many dermatoses to systemic disease 
has become increasingly evident. New histologic and cyto- 
logic strides have permitted improved methods of differen- 
tiation. The use of antibiotics—their effect on dermatoses 
and the complete change they have effected in the treat- 
ment of syphilis—is thoroughly considered. Chapters have 
been added, rewritten and condensed. A number of new 
disease processes has been added. The manner in which 
disease processes have been grouped and classified makes 
for a simplified and excellent method of cross-reference. 

The style of writing is excellent, concise and wherever 
possible differential diagnosis is admirably considered. 

This book is the closest possible to actually occupying a 
place in a dermatology amphitheatre. Its readability and 
illustrations are superb. It should serve as an excellent 
book to teacher and student alike. It is, in one volume, the 
most comprehensive coverage imagined and should find a 
ready place for those limiting themselves to dermatology, 
those doing a general practice, and those engaged in indus- 
trial medicine. 

It is regrettable that Dr. Ormsby, co-author, didn’t live 
to see the published manuscript. His death on April 9, 
1954, came during the proofreading process. 

—A. E. Rirt, 


lectures on General Pathology. Edited by Sir Howard Florey. Pp. 
733. Price, $13.00. W. B. Saunders Co., Philadelphia, 1954. 


THis VoLUME is not a textbook on general pathology but a 
collection of lectures given to advanced students at Oxford. 
The subjects are mainly of an experimental nature and are 
a concerned with pharmacology, theoretical physiology 
and bacteriology as they are with pathology. Much original 
work is seen for the first time in book form and some of it is 
destined to find its way into standard medical school texts. 
The student of research is more likely to curl up with this 
book than: is the hard driven general practitioner, who must 
carefully budget his curling time. 
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Edrisal* 


S.K.F.’s antidepressant 
analgesic 


For optimum results in 
dysmenorrhea 


“always prescribe 


tablets 4 


per dose” 


Smith, Kline & French 
Laboratories, Philadelphia 


Each ‘Edrisal’ tablet contains Benzedrinex Sulfate 
(racemic amphetamine sulfate, S.K.F.), 2.5 mg.; 
acetylsalicylic acid, 24% gr.; phenacetin, 2% gr. 
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“The first additional nutritional need 
... Of infants is for iron”™' 


IRON DEFICIENCY SHOWN BY HEMOGLOBIN CURVES OF 
“NORMAL INFANTS"”2 


Hb. 

Gm. 

16.0 
In the first weeks of life, 
there is a “relatively rapid 

15.0 transition to an iron-depleted 
state which is well manifest 
by 4 months of age and 

140 characteristic of the rest of 

normal infancy.’? 
13.0 “Since neither human milk 
i“ nor cow’s milk contains 

sufficient iron, supplements 
are necessary by 4 or 5 

12.0 months of age when 
the body's stores become 

depleted." 
11.0 
10.0 
Age 
months 4 8 12 16 20 24 28 32 


Means of individual determinations made on a series of 
**normal” infants and children not given iron supplements. 


FER-IN-SOL 


IRON IN A DROP FOR INFANTS AND CHILDREN @ 


Regular administration of Fer-In-Sol prevents or cor- g 
rects the iron deficiency so likely to develop in infancy. 
This pleasant, concentrated solution of ferrous sulfate 
is well taken and well tolerated by infants and young 
children. 

Only 0.3 cc. of Fer-In-Sol supplies 7.5 mg. of iron— 
more than the Recommended Daily Allowance for chil- 
dren up to 4 years old. Larger doses provide effective 
therapy for iron deficiency anemia. Fer-In-Sol® is best 
given in water or fruit juice between feedings. It leaves 
no unpleasant aftertaste. 

Supplied in 15 cc. and economical 50 cc. bottles with 
Mead’s new, unbreakable plastic ‘Safti-Dropper,’ cali- 
brated for 0.3 and 0.6 cc. 


1 [In addition to the usual breast or formula feedings and vitamin sup- 
plements.] Hill, L. F., in Butler, A. M., and Wolman, I. J.: Quart. 
Rev. Pediat. 9: 63, 1954. 


2 Sturgeon, P.: Pediat. 13: 107, 1954. 
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The short chapter on the history of pathology, properly 
belonging in an elementary volume, seems out of place in 
such an advanced work. The 37 chapters embrace many 
subjects, by ten lecturers. Those of greatest current interest 
deal with biologic effects of radiant energy, anaphylaxis 
and hypersensitivity, and the mode of action of antibac- 
terial substances in vitro. A considerable amount of atten- 
tion is devoted to the effects of injury upon tissues, and 
their varied response to it. 

There are probably enough illustrations, but insufficient 
color plates. The charts and graphs, essential to any expo- 
sition of research work, are adequate. References are well 
documented. 

While weightily interesting, this work is less apt to ap- 
peal to us than to the advanced student, for whom it was 
written. —Francis T. HopGEs, M.D. 


Manual of Proctology. By Emil Granet, M.D. Pp. 346. Price, 
$7.50. The Year Book Publishers, Inc., Chicago, 1954. 


ProcroLoGy is the most neglected field of modern medi- 
cine. The author states early that all adults have hemor- 
thoids. In another chapter he says that piles are seldom 
uncomplicated and goes on to discuss the diseases of rec- 
tum and anus from the viewpoint of the general practitioner. 

Dr. Granet sets forth in simple form the treatment of 
anorectal disease that can be used by the nonspecialist 
with the equipment normally at his disposal. All these pro- 
cedures naturally reflect the effects of his personal expe- 
rience and are well illustrated and practical. Dr. Granet 
ranges far afield in his discussions of anorectal disease. 
He often goes as high as the diaphragm, sometimes above 
it. He sees the whole patient, not his own limited field. 
The author mentions some of the rare diseases, but mostly 
this problem is solved by a complete bibliography of the 
literature which allows the student to go into detail as 
much as he wishes. 

This little book will help you serve your patients better. 
Buy it. —Loren G. SHROAT, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


Anatomy of the Human Body. 26th ed. By Henry Gray. Edited by 
Charles Mayo Goss, M.D. Pp. 1480. Price, $16.00. Lea & 
Febiger, Philadelphia, 1954. 


Bela Schick and the World of Children. By Antoni Gronowicz. 
Pp. 216. Price, $2.75. Abelard-Schuman, Inc., New York 
City, 1954. 


The Medical Clinics of North America. Boston Number, Specific 
Methods of Treatment. Pp. 305. W. B. Saunders, Philadelphia, 
1954, 


Physical Therapy After Amputation. By Margaret Bryce, Pp. 93. 
Price, $1.50. The University of Wisconsin Press, Madison, Wis., 
1954, 
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sulfonamide therapy at its best 


more rapid recovery... 
because of rapid, prolonged high blood 
and tissue levels of triple sulfa mixtures. 


_ high urine solubility makes ri 

virtually negligible. As specific as antibioti 
infections, but avoids certain of their com 
Danger of moniliasis, gastric upsets, bacteri 
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Artane 


HYDROCHLORIDE 
Trihexyphenidyl Hydrochloride Lederle 


FOR MARKED SYMPTOMATIC RELIEF IN PARKINSONISM 


ARTANE is effective in the symptomatic treatment of 
Parkinsonism. It relieves the muscle spasm characteristic 


of the disease, and produces mild cerebral stimulation. 

ARTANE is used with success in the therapy of all three h 

types of Parkinsonism—postencephalitic, arterioscle- 

rotic and idiopathic. It is usually well tolerated, and « 
may be employed when therapy must be continued for 

long periods of time. 

ARTANE is administered orally, in tablet or elixir form. ; u 

Dosage starts with 1 mg. the first day, gradually in- W 

creased, according to response, to 6-12 mg. daily. al 

ARTANE TABLETS are supplied in 2 mg. and 5 mg. ; 

strengths, in bottles of 100 and 1,000. ARTANE ELIxIR i 

(2 mg. per teaspoonful [4 cc.]) is supplied in 16 fluid ; 

ounce bottles. § 
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WepnesDAy might well be called “Panel Day” on the 
1955 Scientific Program, since three and one-half 
hours out of four and one-half will be devoted to panel 
examinations of three important subject areas: Periph- 
eral Vascular Diseases, Endocrinology and Neurology. 

Peripheral vascular diseases will occupy the open- 
ing morning hour. Moderating this panel will be a 
man close to the hearts of the entire GP staff—a man 
whose sound judgment, thorough medical knowledge 
and penetrating insight leaves its imprint on every 
manuscript published in this magazine—Hugh H. 
Hussey, M.D., Medical Editor of GP. Dr. Hussey is 
equally well known as Professor of Preventive Medi- 
cme and Public Health at Georgetown University 
School of Medicine and as Associate Professor in 
Medicine and Chief Visiting Physician in the George- 
town Division of the District of Columbia General 
Hospital. No stranger to the problems of the general 
practitioner, he spent 15 years in active general prac- 
tice before donning the editorial robe. No slouch as a 
public speaker, he is in frequent demand for medical 
meetings and, when the informality of the occasion 
permits, can produce some sparkling after-dinner wit. 
Diverse in his association affiliations, he is a delegate 
tothe AMA House of Delegates and also belongs to 
several of our most erudite—-even esoteric—societies. 

The other members of this panel are Charles A. Huf- 
wagel, M.p. and Fay A. LeFevre, Dr. Hufnagel 
san associate of Dr. Hussey’s at Georgetown, where 
he is Professor of Surgical Research, Associate Pro- 
lessor of Surgery and Director of the Experimental 
laboratory. He is consultant in Cardiovascular Sur- 
fery to the National Naval Medical Center, the Wash- 
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Vascular Disease, Endocrinology and Neurology Panels 
To Feature Wednesday Program 


With Special Nods to Fractures and Intersexuality 


ington VA Hospital and the N.I.H. Medical Center 
—among others. He numbers membership in such im- 
pressive groups as the American Association of Uni- 
versity Professors, the American Association for Ad- 
vancement of Science, the American Federation for 
Clinical Research and the International Society of 
Angiology. 

Dr. LeFevre is rapidly becoming known as one of the 
country’s top men on cardiovascular diseases. Specifi- 
cally, he is head of the section on that subject in the 
Division of Medicine at Cleveland Clinic. In addition, 
he is Director of Education and Assistant Professor of 
Medicine at the Frank E. Bunts Educational Institute, 
affiliated with the clinic. He is a fellow of the American 
College of Physicians, as well as of the American Col- 
lege of Chest Physicians, and is on the Advisory 
Board, Section on Circulation, of the American Heart 
Association. 


These three experts will discuss peripheral vascular disorders: 
Hugh H. Hussey, M.D., Charles A. Hufnagel, M.D. and Fay A. 
LeFevre, M.D. 
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This panel will consider mainly atherosclerosis of 
the lower extremities—the most' common of the 
causes of peripheral arterial insufficiency. Like other 
problems of an aging population, this disease is be- 
coming more prevalent. At the same time, new 
methods of surgical treatment—especially grafts for 
replacement of diseased arteries—have considerably 
altered the prognosis of the disease. The opening dis- 
cussions by the panel will cover: (1) diagnosis of 
arterial insufficiency in the general practitioner’s of- 
fice; (2) selection of cases for special diagnostic pro- 
cedures, and the scope of those procedures; and (3) 
surgical replacement of segmental arterial occlusions 
and arteriosclerotic aneurysms. In the following an- 
swer period, medical therapy, sympathectomy and 
amputations will be discussed. 


Endocrinology Panel 


After the morning recess, interest will turn to the 
complexities of endocrine diagnosis and treatment, 
which have become so complex in recent years it is 
increasingly difficult for the practitioner to keep 
abreast of their latest advances. While accurate diag- 
nosis and treatment of some endocrine disorders de- 
pend on the use of hormone assays and other labora- 
tory procedures not readily available to the general 
practitioner, satisfactory management of many others 
can be achieved without such help. Each panel mem- 
ber will take up certain endocrine problems common 
in clinical practice, with emphasis on recent practical 
discoveries in diagnosis and treatment. Particular con- 
sideration will be given to cortisone, estrogens, testos- 
terone and desiccated thyroid in clinical use, and also 
to hormones in nonendocrine disease. 

Pilot of these discussions will be R. G. Sprague, 
M.D., Consulting Physician at Mayo Clinic and Pro- 
fessor of Medicine at the University of Minnesota 
Graduate School. Recipient of a PH.D. in Medicine 


Three outstanding endocrinologists form the second Wednesday 
panel: R. G. Sprague, M.D., Gilbert S. Gordan, M.D. and E. Perry 
McCullagh, M.D. 
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from Minnesota in 1942, Dr. Sprague is the author of 
numerous articles and editor of chapters on mctab- 
olism and endocrinology in the medical literature. His 
memberships on editorial boards include Journal of 
Clinical Endocrinology and Metabolism, Diabetes, and 
Journal of Laboratory and Clinical Medicine. 

Dr. Sprague’s co-discussants will be Gilbert S. Gor- 
dan, M.D., and Ernest P. McCullagh, m.p. Dr. Gor- 
dan, already familiar to GP readers, is Assistant Pro- 
fessor of Medicine at the University of California 
School of Medicine and Consultant Endocrinologist at 
Langley Porter Clinic, California Department of Men- 
tal Hygiene. He also holds a px.p. in Endocrinology, 
and is a member of the Endocrine Society and the 
American Society for Clinical Investigation. Since 195] 
he has been editor of the Yearbook of Endocrinology and 
two years ago co-edited Endocrinology in Clinical 
Practice. 

Dr. Ernest P. McCullagh was born in Canada and 
received his medical degree from Manitoba University 
in 1924. After interning at Vancouver General Hospi- 
tal, he joined the Cleveland Clinic, where he has re- 
mained ever since and where he is now head of the 
Section on Endocrinology and Metabolism. Dr. McCul- 
lagh numbers among his several association affiliations 
such special ones as the Central Society for Clinical 
Research, the American Diabetes Association, the 
Association for the Study of Internal Secretions and 
the American Federation for Clinical Research. 


Neurology Review 


Dr. William Parson, who will moderate the panel 
discussions starting at 1:30 on Wednesday afternoon, 
confesses to a continuing bewilderment over the ever- 
increasing complex maze of neurologic problems. On 
the assumption that many general practitioners may 
be in the same fix, he proposes to present in review 
some of the features of the comas, convulsions and 
lesions of the cord and brain, as approached by the 
physician in active practice. Then, with the assistance 
of two outstanding experts in the field, he will under- 
take to clarify some of the mysteries of neurologic 
diagnosis and management. He concludes his summa- 
tion of the panel’s plans with: ‘My job as mediator 
will be to help the family doctor evaluate these con- 
ditions in terms of his own experiences and respon- 
sibilities.” 

Dr. Parson is Professor and Head of the Depart- 
ment of Internal Medicine at the University of Virginia 
School of Medicine, with prior teaching experiences 
at Harvard, Johns Hopkins and Tulane. He is a mem- 
ber of the American Federation for Clinical Research. 
the Society of Experimental Biology and Medicine, 
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the Southern Society for Clinical Research and the 
Association for the Study of Internal Secretions. 

The other members of this panel will be Cyril B. 
Courville, M.p. and J. M. Nielsen, M.p. Dr. Courville 
is generally recognized as one of the country’s top 
neuropathologists. Since 1933 he has held the post of 
Professor of Neurology at the College of Medical 
Evangelists, and is Director of the Cajal Laboratory of 
Neuropathology, of which he was a founder. He is the 
author of half a dozen texts and nearly 200 other con- 
tributions to the literature on neurology and neuro- 
pathology. He is also a leading authority on Lincoln 
and on the Civil War and firearms of that period. 

Dr. J. M. Nielsen is Clinical Professor of Neurology 
atthe University of California at Los Angeles. Previous 
to this connection he served for 22 years on the staff 
of the University of Southern California Medical 
School. The period of Dr. Nielsen’s own training in- 
cluded several years of postgraduate study at the 
University of Vienna. He is a member of the American 
Neurological Association, the American Psychiatric 
Association and the Association for Research in Nerv- 
ous and Mental Diseases. 


late Afternoon Session 


Following the afternoon recess, Harold E. Crowe, 
“.D., will present a paper on “Treatment of the Am- 
bulatory Fracture Case.”” Dr. Crowe’s initial premise is 
that every fracture warrants hospital treatment. He 
points out the dangers of undertaking the care of a 
fracture which is beyond one’s surgical ability or is 
cared for under circumstances inadequate to the na- 
ture of the injury. He recalls the frequent cases in 
which the patient, insisting he has no funds for hos- 
pitalization, demands ambulatory treatment in the 
doctor’s office—only to subsequently turn on the 
physician with a malpractice suit. Recognizing, how- 
ever, that hospitalization is not always practical or 
possible, Dr. Crowe will cite examples of fractures 
which can be handled safely in one’s own office, and 
those for which the physician should insist upon the 
most adequate facilities available in the community. 
Dr. Crowe received his education at Leland Stanford, 
followed by a Traveling Fellowship at the University 
of Brussels. This, in turn, was followed by a period of 
surgical service with the Rockefeller Foundation in 
Peking. China. He is Chairman of the Surgical Com- 
mittee at Los Angeles Orthopaedic Hospital and Chief 
of Orthopaedic Surgery at Methodist Hospital of 
Southern California. Dr. Crowe is past president of 
the Western Orthopaedic Association and is currently 
‘ice president of the American Academy of Ortho- 
paedic Surgeons. 
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The neurology symposium will bring William Parson, M.D., Cyril B. 
Courville, M.D. and J. M. Nielsen, M.D. fo the platform. 


Harold E. Crowe, M.D., 
(left), has the key to the 
treatment of ambulatory 
fractures. 


**Intersexuality” is the in- 
teresting subject of the final 
Wednesday presentation, 
by Charles A. Hooks, M.D., 
(right). 


The final lecture of Wednesday afternoon will be in 
many ways one of the most interest-stimulating of the 
entire week. The speaker will be Charles A. Hooks, 
M.D., Associate Professor of Surgery, Section of 
Urology, University of Texas School of Medicine, at 
Galveston. His presentation will have the intriguing 
title “Is It Hypospadias?” Dr. Hooks points out that 
for every “Christine case,” which attracts so much un- 
fortunate attention in public press and pool room, 
there are numerous other instances where prenatal 
hormonal and genetic influences have resulted in a 
confusing external morphologic appearance. There 
are still many unsolved problems in readjusting the 
anatomic, sociologic and psychologic factors, but it is 
obvious that early recognition is essential if resulting 
emotional trauma is to be minimized. Dr. Hooks will 
outline the basic steps to such recognition, designating 
the general practitioner as the key man in alerting the 
family to the condition, as well as the key member of 
the team that must find the answers. 

Dr. Hooks is singularly modest about his accom- 
plishments, indicating only that he is a member of the 
American Urological Association and a fellow of the 
American College of Surgeons. But our Texas scouts 
tell us he is one of the most stimulating platform speak- 
ers they have ever heard and that any physician who 
leaves before this final Wednesday lecture will miss 
one of the highlights of the 1955 Assembly. 
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Friday, March 25 


Saturday, March 26 


Sunday, March 27 


Monday, March 28 


Tuesday, March 29 


Wednesday, March 30 


Thursday, March 31 
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Board of Directors 


Registration for delegates and officers at Statler Hotel 

Joint Meeting, Board of Directors, Committee on 
Scientific Assembly, and Local Arrangements 
Committee 

Congress of Delegates convenes 

Congress of Delegates recesses 

Reference Committees 


Reference Committees 

Registration for exhibitors and members at Shrine 
Auditorium 

Ladies’ Registration at Statler Hotel 

Congress of Delegates convenes 


- Registration for members at Shrine Auditorium 


Congress of Delegates convenes 

Ladies’ Registration at Statler Hotel and Shrine Auditorium 
Scientific Assembly opens 

State Officers’ Conference 


Scientific Assembly 
Ladies’ Luncheon 
Delegates’ Dinner 


Scientific Assembly 

Ladies’ Tour 

Induction Ceremony 

President’s Reception and Dance 


Scientific Assembly 
Scientific Assembly closes 
Board of Directors 


Schedule of Events 


10:00 a.m. 


10:00 a.m. 


12:00 m. 
2:00 P.M. 
5:00 p.m. 
7:00 P.M. 


10:00 a.m. 
1:30 P.M. 
2:00 P.M. 


8:30 A.M. 
9:00 A.M. 
9:00 A.M. 
1:00 P.M. 
7:00 P.M. 


9:00 A.M. 
12:30 P.M. 
7:00 P.M. 


9:00 P.M. 


12:00 M. 
1:00 P.M. 
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John G. Walsh, M.D. (left), conference chairman. Donald 
Kost, M.D. (right), conference secretary. 


Many Headline Attractions Promised 
In State Officers’ Conference Program 


AN OUTSTANDING PROGRAM has been arranged by Chair- 
man John G. Walsh of Sacramento, California, for the 
State Officers’ Conference to be held at 7 p.m. Mon- 
day, March 28, during the annual Assembly in Los 
Angeles. 

A headline attraction will be a talk by Dr. Roscoe L. 
Pullen, dean of the University of Missouri School of 
Medicine, on ‘‘General Practice Trends in Medical 
School Education.” Various phases of training for 
general practice will be covered in speeches by Dr. 
Robert Purtell of Marquette University, on ‘My Ex- 
periences as an Instructor in a Medical School ;” ‘‘Pre- 
ceptorship Training Programs” by Dr. E. Sinks 
McLarty of Galveston; ‘‘Planning a General Practice 
Internship and Residency” by Dr. Albert Dix of Mo- 
bile, Ala. and “A Medical School Department of 
General Practice” by Dr. Robert Davison of the Uni- 
versity of Tennessee. 

Following the formal portion of the program, Dr. 
Walsh and Dr. Donald Kast of Des Moines, secretary 
of the conference, report there will be time for ques- 
tions and answers and general discussion from the 
oor by the state officers. 

Also, as a part of the State Officers’ Conference, the 
Commission on Membership will make membership 
awards to the winning state chapters. The commission 
recently adopted a new plan for these awards. A com- 
posite award will be given to the ranking chapter, 
based on its standing in (1) number of new members 
tnrolled, (2) percentage of increase and (3) percen- 
tage of potential members enrolled. Each chapter will 
receive points earned under each of the divisions men- 
tioned, and the chapter with the highest total number 
of points will attain first place. Awards for second and 
third place will also be given. 

Inasmuch as there are 52 constituent chapters, 
there will be a possible total of 52 points for the top in 
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Unexplained weakness, 
easy fatigability, pallor, 
palpitation, and dyspnea 
on exertion ordinarily are 
the tell-tale signs ofa 
chronic anemia in women 
during the third to fifth 
decades.' 


1. Rath, C. E.: M. Clin. North 
America 34: 1779, 1950. 
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each of the three divisions. If it were possible for one 
state to rank first in each of the divisions, that chapter 
could have a total of 156 points. In that case, second 
and third place winners would be the states with the 
next highest totals. 

Dr. William M. Sproul of Des Moines, Iowa, chair- 
man of the Commission on Membership and Creden- 
tials, will make the award presentations. The awards 
will be engraved plaques bearing the name of the win- 
ning state chapter and the honor bestowed upon it. 

Following the State Officers’ Conference there will 
be a complimentary buffet. 


Los Angeles’ Famed Biltmore Bowl 
For Ladies’ Luncheon-Fashion Show 


THE FAMED Birrmore Bow1 in Los Angeles’ Biltmore 
Hotel will be the setting for the ladies’ luncheon and 
fashion show this year during the Academy’s Sev- 
enth Annual Scientific Assembly in Los Angeles. 

Chairman of the Ladies’ Entertainment Committee, 
Mrs. Merlin Newkirk, also has made committee ap- 
pointments to cover all the social activities for the 
women guests. Mrs. Floyd K. Anderson will be her vice 
chairman. Other chairmen of the subcommittees are 
Mrs. Charles Nelson, Luncheon-Fashion Show; Mrs. 
Arthur Turbow, Hospitality; Mrs. Leon Desimone, 
Publicity; Mrs. Bernard Harvey, Information; Mrs. 
Curtis Paxman and Mrs. Lloyd Ermshar, Tours; and 
Mrs. Michael Godett and Mrs. C. Robert Schill, Mon- 
day’s Entertainment. 

Leading California fashion creators have been con- 
tacted to present the style show for the luncheon 
which will be held Tuesday, March 29. Further infor- 
mation on the Tuesday program will be given in the 
February GP. 

The Wednesday activities will center on tours. 
Several will be offered, but the committee is recom- 
mending a tour of Hollywood and a visit to the Saint 
Sophia Greek Orthodox Church which was featured in 
Life magazine last year. 

The social highlight of the entire Assembly will be 
the President’s Reception and Dance from 9 to 12 
Wednesday evening in the ballroom of the Statler 
with all doctors, their wives and guests having invita- 
tions to this event. 

Monday entertainment is still tentative since the 
bulk of the ladies’ registration will be handled that 
day. However, all ladies are invited to attend the open- 
ing session of the scientific program. They will find a 
panel discussion on “Preserving the Doctor’s Life and 
Usefulness” of particular interest, since the pace that 
most doctor-husbands maintain is a chief worry to the 
wife. 
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The Burdick name on physical 
medicine equipment reflects a 
consistent policy providing the 
medical profession with the best 
possible design and construc- 
tion, plus a service responsibility 
which continues for many years 
after purchase of the apparatus. 
There are still in daily operation 
many Burdick units with more 
than a quarter-century of use. 
Still available are replacement 
burners for the first Burdick 
ultra-violet lamp ever marketed. 
Always at your command is 
the dependable Burdick dealer, 
trained in the servicing of your 
equipment. 


It is gratifying to know that 


the Burdick unit you buy today 
has a long life expectancy and 
will be given rapid and effi- 
cient service whenever the occa- 
sion arises. 
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Official Call for the Annual Meeting 


Notice is hereby given of the Seventh Annual Scien- 
tific Assembly of the American Academy of General 
Practice to be held in the City of Los Angeles, Cali- 
fornia, March 28 to 31, 1955, at the Shrine Auditorium, 

Pursuant to Article V of the Constitution of the 
American Academy of General Practice, the regular 
annual meeting of its Congress of Delegates will be 
held on March 26, 1955, in the Pacific Ballroom of the 
Statler Hotel in Los Angeles at 2:00 P.M. to receive 
and act upon the reports of officers and committees, 
to elect officers, and to transmit any and all other 
business that may be placed before the Congress of 
Delegates. 

All delegates are requested to present their creden- 
tials to the Committee on Credentials on the ballroom 
floor of the Statler Hotel between the hours of 10:00 
A.M. and 12:00 M., on Saturday, March 26. Dr. J. S. 
DeTar, Speaker of the Congress of Delegates, will an- 
nounce the Committee on Credentials and the refer- 
ence committees prior to the opening session of the 
Congress of Delegates. 

Members who arrive in Los Angeles early may 
register at Shrine Auditorium between the hours of 
10:00 a.m. and 5:00 p.m. on Sunday, March 27. Regis- 
tration will be resumed at Shrine Auditorium at 8:30 
A.M. on Monday, March 28. 

Mac F. Canat, Executive Secretary 

(Proposed amendments to the Constitution and By- 
Laws will be published in the February issue of GP.) 


“Yes, it happens | DO feel tired and irritable. I've been waiting © 
solid hour in that reception room of yours.” 


Reprinted by Permission Copr. 1954, The New Yorker Magazine, Inc. 
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Formal Lecture Program—Seventh Annual Assembly 


MONDAY TUESDAY WEDNESDAY THURSDAY 
HOUR MARCH 28 MARCH 29 MARCH 30 MARCH 31 
Surgery in Diabetes Medical and Surgical Handling the 
Alton M. Ochsner, M.D. Aspects of Peripheral antietie Injury 
ANEL 
REGISTRATION Diabetes Vascular Diseases — 
A.M. (PANEL) (PANEL) 1. M. Hert MD 
9:00 BEGINS 9:00 DeWitt Burnham, M.D. Hugh H. Hussey, M.D. Moderator’ 
9:30 Moderator Moderator 
Alton M. Ochsner, M.D. Mr. Eddie Wojecki 
Surgery Charles Hufnagel, M.D. 
Geo. B: d Robson, M.D. 
OPENING OF 
10:00 SCIENTIFIC AND RECESS FOR EXHIBITS 
11:00 TECHNICAL 
BIT 
EXINSITS Using the Laboratory Anesthetic 
11:00 9:00 in Liver Disease (PANEL) Emergencies 
11:30 
Wm. A. Sodeman, M.D. Randall Sprague, M.D. M, Digby Leigh, M.D. 
Moderator 
11:20 The Negative Gilbert S. Gordan, M.D. Medical Aspects of 
3 oentgenogram Crime Detection 
12:00 " Ernest P. McCullagh, M.D. 
OPENING OF PROGRAM Lowell Goin, M.D. Charles Larson, M.D. 
WELCOMING SPEECHES 
yen ss NOON RECESS ASSEMBLY 
‘ CLOSES 
PM Emergencies in the 12:00 
1:30 Preserving the New Born —— 
2-00 Doctor's Life and Edith Potter, M.D. 
" Usefulness William Parson, M.D. 
(PANEL) The Suddenly Ill Child Moderator 
AB. E. Keith Hammond, M.D. | Cyril B. Courville, M.D. 
2:00 Leroy Sloan, M.D. Accidents and Poisoning J. M. Nielsen, M.D. 
2:30 Mr. W. E. Syers in Children 
Julian Price, M.D. 
Childhood Disasters 
Breaking the (PANEL) 
2:30 Bad News Dr. Hammond, 
3:00 Moderator 
leo J. Bartemeier, M.D. Dr. Potter, Dr. Price, 
Dr. Swenson, Dr. Young 
3:00 
RECESS FOR EXHIBITS 
4:00 
Emotional Factors Surgery on Infants Treatment of the 
pe in Allergy and Children Ambulatory Fracture Case 
30 Edward Weiss, M.D. Ovar Swenson, M.D. Harold E. Crowe, M.D. 
, Newer Concepts of Emotional Tragedies in 
Allergy Therapy Infancy and Childhood & © 
’ George Piness, M.D. John G. Young, M.D. cA aoa 
EVENING STATE OFFICERS CONGRESS OF PRESIDENT’S 
DINNER DELEGATES DINNER RECEPTION 
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Make Your Hotel Reservation Now 
for the Seventh Annual Scientific Assembly 
of the American Academy of General Practice 


AN UNPRECEDENTED NUMBER of physicians have al- 
ready indicated their intention to attend the 
Assembly in Los Angeles next March 28 to 31. 
While there are a number of excellent hotels in the 
“City of the Angels,” this early volume of reser- 
vations suggests that the “Standing Room Only” 
sign will be hung out long before the meeting opens. 
So if you plan to escape to balmy southern Cali- 
fornia the last week of next March, you will be 
wise to get your reservation in early. You do not 
have to send an advance deposit check. But, it is 
important to fill out and mail the form. 


nN 


Map of 


Remember 


* Room assignments will be made in the order 
received. 

* Reservation requests should be sent to the 
AAGP Housing Bureau, Los Angeles. 

* Only a few rooms are available at the Hotel 
Statler, in addition to those set aside for dele- 
gates and speakers. 

* State officers and delegates must make their 
own reservations. 

* Be sure to list definite arrival and departure 
time; names of all occupants of room. 

* Academy Headquarters will be at Shrine 
Auditorium. 

* All registration (except delegates) at Shrine 
Auditorium 10:00 A.M to 5:00 P.M., Sunday, 
March 27, and beginning at 9:00 A.M. on Mon- 
day. Scientific sessions end at noon, March 31. 


Downtown Los Angeles 
Showing Key 
Convention Locations 


AV 
AV 


y 2 


A. Shrine Convention Hall and Auditorium 
B. Union Station 
1. Alexandria Hotel 
2. Ambassador Hotel 
3. Biltmore Hotel 
4. Chapman Park Hotel 
5. Commodore Hotel 
6. Mayfair Hotel 
7. Mayfiower Hotel 
8. New Clark Hotel 
9. San Carlos Hotel 
10. Savoy Hotel 
11. Statler Hotel 
12. Town House Hotel 


Faire, 
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Application for 
Housing Accommodations 


For YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of the Ameri- 
can Academy of General Practice on March 
28-31, 1955, in Los Angeles, hotels and their 
rates are at the right. Use the format the bottom 
of this page, indicating your first, second and 
third choice. Because of the limited number 
of single rooms available, you will stand a 
much better chance of securing accommoda- 
tions of your choice if your request calls for 
rooms to be occupied by two or more persons. 
All reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival 
as well as definite date and approximate 
hour of departure; also names and addresses 
of all occupants of hotel rooms MUST be 
included. 


ALL RESERVATIONS MUST BE RECEIVED 
PRIOR TO MARCH 1, 1955 


AAGP Housing Bureau 
1151 South Broadway 
los Angeles 15, California 


seventH ANNUAL SCIENTIFIC ASSEMBLY 
"AMERICAN ACADEMY OF GENERAL PRACTICE 
tos ANGELES, CALIFORNIA 

MARCH 28-31, 1955 


HOTEL ROOM RATES* 


Single Double Twin Beds Sultes 
ALEXANDRIA $4.00-8.00 $6.00-9.00  $7.00-10.50  $12.50-25.00 
210 West 5th St. 
AMBASSADOR 9.00-23.00  12.00-26.00 12.00-26.00  30.00-48.00 
3400 Wilshire Blvd. 
BILTMORE 5.50-11.50  8.50-14.00 9.00-14.50  17.00-33.00 
515 So. Olive St. 


CHAPMAN PARK 6.00 up 10.00 up 10.00 up —«-18.00-40.00 
3401 Wilshire Bivd. 


COMMODORE 3.50 up 5.00 up 6.00 up 10.00 up 
1203 West 7th St. 

MAYFAIR 5.00 up 7.50 up 8.00 up —-18.50-20.00 
1256 West 7th St. 

MAYFLOWER 5.50-9.00 5.50-9.00 §.50-9.00 16.50 
535 So. Grand Ave. 

NEW CLARK 4.50-6.50 6.00-8.00 7.00-9.00 12.00-18.00 
426 So. Hill St. 

SAN CARLOS 3.50-5.00 3.50-5.00 5.00-7.00 8.00-10.00 
507 West 5th St. 

SAVOY 4.00-5.00 5.00-6.50 5.50-6.50 8.00-8.50 
601 West 6th St. 

STATLER 6.50-12.00  9.00-14.00  10.00-15.50 19.00 up 
Wilshire & Figueroa 


(Umited Number of Rooms Avaliable. Reserved for Delegates and Distinguished Guests.) 


TOWN HOUSE 9.00-16.00  14.00-19.00 14.00-19.00 22.00-26.00 
639 Commonwealth 


up 
anon fates are existing rates but are, of course, subject to any change which may be madein 


Please reserve the following accommodations for the Seventh Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in 


\0§ ANGELES on MARCH 28-31, 1955: 


Double Bedded Room 

2 Room Suite 3 Room Suite 

First Choice Hotel... Second Choice Hotel... 

ARRIVING AT HOTEL (date)... Hour: 

leaving (date) Hour: A.M. 


P.M. § Hotel reservations will be held until 6:00 P.M. un- 
P.M. less otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 


asked for: 


(Individual Requesting Reservations—Please print or type) 


Name.__ 


Address. 


City and State 


If the hotels of your choice are unable to accept your reservation 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been taken. 


You will receive confirmation directly from the hotel. 
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Trends and Events in the Nation’s Capital 


Report on 1953 Medical Statistics 


AMERICANS spent $9,866,000,000 for medical care, hos- 
pitalization, drugs and other expenses of health care in 
1953, according to a statistical study recently made 
public by the Social Security Administration. It was 
estimated that 29 per cent went for physicians’ services 
and 28.6 per cent to hospitals. Medicines and drugs 
accounted for 22.2 per cent and remainder was divided 
among dental care and other professional services, in- 
surance premiums for hospitalization and insurance 
premiums for medical and surgical care. 

Taking all forms of health insurance into account 
(Blue Cross, Blue Shield, indemnity-type coverage, 
etc.), it was found that 80 per cent of the total premiums 
paid was returned to persons covered, in benefit pay- 
ments. Dollar-wise, these totaled $1,919,200,000. 


Postal Department Makes Legal Charges 


The Post Office Department recently succeeded in 
stopping mail-order sales by three firms, based in New 
York and Chicago, engaged in marketing of drugs for 
development of the female bust. In each instance the 
company, confronted with a formal complaint by Post 
Office Department, agreed to an affidavit of discon- 
tinuance in lieu of contesting the charges at federal 
hearings. 

In a separate action, a Fort Wayne, Ind., physician 
was cited by the Post Office on charges of using the 
mails illegally for sale of literature purporting to tell 
the causes of cancer and secrets of diagnosis. 


Socialized Medicine, Pro and Con 


The Hoover Commission’s recommendations dealing 
with federal medical and hospital services, both civilian 
and military, will fall within jurisdiction of Congres- 
sional committees to be headed by Senator John L. 
McClellan, of Arkansas, and Representative William 
L. Dawson, of Illinois. The former is a conservative on 
national health matters and Dawson leans more to the 
left. 

Among other Democrats who will be in key positions 
are Representative Howard W. Smith, of Virginia, a 
member of the extreme right Southern bloc, who will 
be chairman of the Rules Committee; Representative 
Emanuel Celler, of New York, outspoken supporter of 
national health insurance, who will head the Judiciary 
Committee; Senator Herbert Lehman, of New York, 


probable new chairman of the subcommittee on health 


154 


legislation in Senate Labor and Public Welfare Com- 
mittee, and Senator Harry F. Byrd, of Virginia, who is 
scheduled to be chairman of the Finance Committee. 
It is the last named committee that would take up com- 
pulsory health insurance, should such a bill be intro- 
duced in the Senate. Senator Byrd, who campaigns 
incessantly for greater economy in government opera- 
tions, has consistently been on record in opposition to 
socialized medical insurance in any form. 


Health Bills To Be Introduced 


President Eisenhower’s messages to Congress early in 
January will disclose his intentions with reference to 
national health legislation. At about the same time, a 
number of Administration-sponsored health bills will 
be introduced in implementation of the Chief Execu- 
tive’s views. In addition, several legislative proposals 
bearing Democratic indorsement are expected to be 
dropped in House and Senate hoppers, insuring con- 
siderable activity in this area of domestic affairs during 
the next several months. 

Since committee action is a vitally important cog in 
the legislative process, and all Congressional commit- 
tees will have new chairmen and new faces as a result 
of the Democrats’ taking control, consideration of 
these impending changes on Capitol Hill is indicated 
in any conjecture on handling of bills on medical care 
subjects. 

Senator Lister Hill, of 
Alabama, is in line to be- 
come chairman of Senate 
Labor and Public Welfare 
Committee. Particularly in- 
terested in measures de- 
signed to aid the nation’s 
hospitals, he is a middle-of- 
the-road legislator who 
firmly rejects compulsory 
health insurance but favors 
federal aid which does not 
involve surrender of local 
authority. 

His committee will take 
charge—on the Senate side 
—of forthcoming bills pro- 
posing federal reinsurance 
of voluntary health insur- 
ance plans, broadened pub- 
lic health assistance to the 
states and, possibly, grants 
to encourage construction 
and expansion of medical 
school facilities. 


Sen. Lister Hill 


Rep. Percy Priest 
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The corresponding House committee to which most 
health legislation is referred, Interstate and Foreign 
Commerce, will be headed by Representative Percy 
Priest, of Tennessee. He, too, is regarded as.a moder- 
ate who favors increased governmental participation 
inhealth affairs but not at the expense of local autonomy. 


Representative John D. Dingell, of Michigan, has 
announced that he will renew efforts for enactment of 
compulsory health insurance in the 84th Congress. 
The fact that he will occupy a high position on the 
Ways and Means Committee will add some strength to 
his crusade. 


largest Postgraduate Closed-Circuit 
Medical TV Symposium Ever Staged 


More THAN 15,000 pHysic1ans—members of the Amer- 
ican Academy of General Practice and their guests— 
will gather in 57 cities on February 24 to participate in 
the largest postgraduate closed-circuit medical tele- 
vision symposium ever staged. 

The symposium jointly sponsored by the Academy 
and Wyeth Laboratories will feature six well-known 
medical authorities who will discuss ‘Streptococcal 
Infection and Its Complications.” 

The event will mark the first occasion that the 
Academy has chosen television as a medium to address 
its membership throughout the country at a single 
time. It will also mark the gathering of the largest 
medical audience ever to see and hear a symposium 
and the largest multiple-city, closed-circuit telecast in 
the history of television. 

“We are truly pioneers in the real meaning of the 
word,” Dr. William B. Hildebrand, president of the 
Academy, said. ‘“The significance of this television 
symposium in our postgraduate training program as- 
sumes tremendous proportions when the enormity of 
the project is contemplated. 

“Tt is within the realm of possibility that within a 
few years all of us who are participating in postgrad- 
wate medical work will ‘go to school’ via this new 
medium. 

“The opportunity such a program affords to liter- 
ally thousands of physicians who by the very nature of 
our profession cannot leave their home communities 
for advanced medical work is most encouraging. This 
type of program will undoubtedly advance the stand- 
ards of the profession many years,” he said. 

A top-flight panel of distinguished physicians has 
been assembled to participate in the symposium. Dr. 
Hildebrand will act as moderator. Those who will 
discuss the subject are: 

John D. Keith, M.p., Associate Professor of Pedi- 
atrics, University of Toronto and Physician-in-Charge 
of the Cardiac Clinic and Service of Toronto Sick 
Children’s Hospital. 

Charles H. Rammelkamp, Jr., M.p., Professor of 
Medicine at Western Reserve University and Director 
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of Commission on Streptococcal Diseases, Armed 
Forces Epidemiology Board. 

Burtis B. Breese, M.p., Assistant Professor of Pedi- 
atrics, University of Rochester, N. Y. 

Lowell A. Rantz, M.p., Associate Professor of Medi- 
cine at Stanford University School of Medicine, San 
Francisco. 

Gene S. Stollerman, m.p., Director of Irvington 
House, Irvington-on-Hudson, N. Y., and Instructor in 
Medicine at New York University. 

Keith Hammond, m.p., of Paoli, Indiana, a member 
of the American Academy of General Practice. 

The hour-long television symposium will originate 
in CBS Television Studios in New York City from 6 to 
7 P.M. (EST), and will be transmitted to the 57 cities 
through the facilities of Box Office Television. 

Negotiations are under way at the present time to 
include three Canadian cities—Montreal, Ottawa and 
Toronto. If facilities are available at the hour which 
has been chosen, this will make this closed-circuit pro- 
gram the first of its kind transmitted between the two 
countries. At the present time outlets for the sym- 
posium have been arranged in 36 of the 48 states. They 
will be announced along with further details in the 
February GP. 

Members will receive invitations by mail and be per- 
mitted to bring guests. Academy officials request that 
each of the R.S.V.P. cards be returned as early as 
possible. 


Hildebrand Feels Expanding VA Services 
Forerunner of Socialized Medicine - 


EXPANDING SERVICES of the Veterans Administration is 
slowly bringing about socialized medicine, Academy 
President W. B. Hildebrand of Menasha, Wis. told 
members of the Arkansas chapter during a luncheon 
at its recent annual fall clinic in Little Rock. 

Referring to the VA program, Dr. Hildebrand said: 
“Forty per cent of our male population has already 
served in the Armed Forces, and thus become eligible 
to utilize 120,000 beds in 169 hospitals built for veter- 
ans in this country. The Veterans Administration is 
currently treating 100,000 bed patients and countless 
outpatients per day, and of those illnesses 85 per cent 
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have no connection whatsoever with military service.” 

He pointed out that a sympathetic public at the 
end of World War II was responsible for this free 
medical care but it is now being nurtured by political 
lobbies who neither represent nor control the veteran’s 
vote. 

Dr. Hildebrand said the medical profession will al- 
ways support unlimited care for service connected ill- 
nesses, “but in the name of heaven why should we pro- 
vide a lifetime of free medical service for illness of any 
kind just because a citizen has spent some time in a 
military training camp?” 


Head of Surgeons Feels Federal Aid 
Necessary to Hard-Pressed Medical Schools 


THE NEW PRESIDENT of the American College of Sur- 
geons maintains that hard-pressed medical schools of 
the nation must ask and receive federal aid in order to 
survive. Dr. Alfred Blalock, in his inaugural address 
to several thousand surgeons, said that medical 
schools, facing increasing financial deficits, must look 
to the government for help. 

‘Whereas I am opposed to national compulsory 
health insurance,” Dr. Blalock said, ‘I am not fearful 


of additional properly documented Federal support 
for medical education. It is my belief that the Federal 
Government would not attempt to dictate the choice 
of faculty and students, the problems to be investigated 
or the subjects to be taught. If it did so, then the 
financial aid should be declined.” 


Clarified Definition of Postgraduate 
Study for Academy Members Now in Effect 


THE DEFINITION of acceptable postgraduate study 
which was clarified at a meeting of the Academy's 
Commission on Education October 30 in Chicago be- 
came effective January 1. 

After careful review and considerable discussion on 
the requirements and policy on postgraduate study, 
the following motion was unanimously adopted: 

**That the term ‘formal credit’ be changed to ‘study 
course credit (formal)’ and this shall exclusively 
include: 

*fa) Any postgraduate course given by an accredited 
medical school or recognized postgraduate medical 
school. 

*tb) Any course initiated by the AAGP or by any of 
its constituent chapters, integrated by a medical school 
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,dministrator, approved by the regional advisor, and 
processed and disseminated by the AAGP or its con- 
stituent chapters. 

*c) The Annual Scientific Assembly of the AAGP. 

*d) The Annual Scientific Assembly of each state 
chapter providing it be approved in advance by the 
regional advisor for the Commission on Education. 

“e) The publication of scientific papers which shall 
receive five hours credit if published in a state journal 
and fifteen hours credit if published in a national jour- 
nal. 
“And, in addition, the term ‘informal credit’ shall 
be changed to ‘medical meeting and assembly credit 
informal)’ which shall include, for example: 

a) The scientific meetings of the AMA. 

bh) Local and state medical society scientific meet- 
ings. 
me) Hospital staff scientific conferences and clinical 
pathologic conferences. 

“d) Postgraduate seminars and assemblies. 

“e) Scientific programs given by the American 
Heart Association, the American Cancer Society, and 
the like. 

“f) Postgraduate assemblies, meetings and courses 
given by the various clinical societies. 


‘And that, therefore, the requirements for con- 
tinued membership in the American Academy of Gen- 
eral Practice shall be stated to be ‘150 hours of credit 
each three years, of which not less than fifty hours 
shall be in “‘study course credits (formal).” ’ ” 

The preceding day Dr. Edward L. Turner, secre- 
tary of the AMA Council on Medical Education and 
Hospitals, met with the AAGP Commission on Educa- 
tion. Dr. Turner, one of the ten honorary members of 
the Academy, provided some very helpful suggestions 
relative to intern and residency training for general 
practice. 

Later, in executive session, the commission adopted 
a motion to recommend to the Academy’s Board of 
Directors that a joint residency review committee 
with the council be established. Similar joint review 
committees are now in operation by the Council and 
16 specialty groups. The review committee could de- 
velop suggested programs, standards and procedures 
for evaluating and approving general practice residen- 
cles. 

The Commission on Education also decided that it 
would withhold recommendations on general practice 
residency training for membership in the Academy un- 
til after more residency programs, developed in ac- 
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cordance with the Academy’s suggestions, are in oper- 
ation. The commission believes that the first step in 
improving graduate training for general practice is to 
develop effective one- or two-year residencies that will 
provide the training which future general practitioners 
need, If the joint review committee is put into oper- 
ation, it will be that committee’s responsibility to see 
that good training programs are conducted. 


New General Practice Residency 
Program Under Way in Kansas City 


A NEW GENERAL PRACTICE residency program will go into 
effect on July 1 at the Menorah Medical Center, Kansas 
City, Missouri. This residency will be open to physi- 
cians who have completed one year of general intern- 
ship. The program for each resident will be for one or 
two years, and the plan for assignment to services is 
flexible, since each resident will have his own needs, 
interests and plans for practice. 

Before entering, each resident will plan his program 
with the chairman of the Department of General Prac- 
tice, Dr. L. M. Shapiro, a member of the American 
Academy of General Practice. On each service to which 
the resident is assigned, he will work with general 
practitioners who have hos- 
pital privileges on that 
service, as well as with spe- 
cialty physicians. He will 
thus have contact with the 
wide scope of services per- 
formed in a modern hospi- 
tal by skilled family physi- 
cians, in accordance with 
the policies sponsored by 
the American Academy of 
General Practice. 

On the surgical services, L. M. Shapiro, M.D. 
each resident will perform 
a series of operations graded to his individual skill. 

General practitioners on the hospital staff will also 
instruct the residents in problems of establishing an 
office and engaging in medical practice. This instruc- 
tion will include discussion of economic and ethical 
factors in medical practice and with the contribution 
of the general practitioner to the hospital staff. 

The Menorah Medical Center, where this program is 
being offered, is a 337-bed private general hospital with 
more than 12,000 admissions per year. The hospital 
has a teaching affiliation with the University of Kansas 
School of Medicine. 

Unusual among private hospitals in having an 
organized Psychiatric Department, Menorah will offer 
residents instruction in methods of dealing with psy- 
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chosomatic problems commonly encountered in gen- 
eal practice. Qualified psychiatrists on the medical 
staff and a clinical psychologist and a psychiatric social 
worker will provide consultation and group discussion 
on the residents’ medical and surgical cases. 

Residents will see ambulatory patients in the Out- 
Patient Department, at the affiliated Alfred Benjamin 
Dispensary, and in the private offices of members of the 
medical staff. They will also serve in the Medical Cen- 
ter’s Home Care Service for patients with long-term 
disabilities. 

Clinical laboratory and radiology facilities will be 
augmented by a group of specialized laboratories for 
cardiovascular and pulmonary function studies, radio- 
active isotopes and electroencephalography. Emphasis 
will be given to development of office laboratory skills. 

Throughout their training, residents will have semi- 
monthly counselling sessions with the General Prac- 
tice Department chairman, who will supervise each 
resident’s assignments. Dr. Shapiro plans a film lec- 
ture series and will arrange for attendance at post- 
graduate institutes and other activities that will sup- 
plement the teaching facilities of the hospital. 

Dr. Shapiro has been largely responsible for creat- 
ing this residency. Each of the clinical service chiefs 
has recommended a program for the residents as- 
signed to his department. Dr. Shapiro has incorporated 
these suggestions in the residency plan, which has 
been submitted to the AMA Council on Medical Edu- 
cation and Hospitals for approval. 

Mr. William B. Schaffrath, administrator of the 
Menorah Medical Center, is now accepting applica- 
tions from present interns and other physicians who 
wish to begin this residency in July. He states that 
first-year residents will be paid a monthly stipend of 
$200, plus full maintenance; the second-year stipend 
will be $250 per month. Married residents will receive 
an additional housing allowance of $60 per month. 


| General Practice Residents 
| Will Serve in the Following Clinical Services: 


Internal Medicine at least two months 

| General Surgery at least three months 

| Pediatrics at least two months 
Obstetrics at least one month 
Orthopedics elective one month or more 
Otolaryngology elective one month or more 
Cardiology elective two months or more 

| Urology elective one month or more 

| Gynecology elective one month or more 

_ Proctology elective one month or more 
Anesthesiology elective two months or more 


tology elective two months or more 
Clinical Pathology elective one month or more 
Home Care Service elective one month or more 
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PRESENTING OFFICIAL JEWELRY 
FOR MEMBERS OF THE AMERICAN 


ACADEMY OF GENERAL PRACTICE 


Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


Official Recognition Pin 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 
Academy member. 


Official Tie Chain 


Official Key 
The official key of the 
Academy displaying the 
official seal. 


Finest quality tie chain hand- 
somely suspending the official 
Academy seal. 


*Chapter President's Key 
Available to constituent chapters to honor their president. 


ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 


Jewelry Price List (All prices include 10% Federal Excise Tax): 


14K Gold Sterling 
Gold Filled Silver 
Lapel Pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
Tie Chain 24.00 11.00 9.00 
Money Clip 29.00 13.00 12.00 
Tie Bar 20.00 11.00 10.00 
Cuff Links 26.00 11.00 10.00 
Ring—Stone 74.00 
Ring—Large Seal 68.00 Ronson Lighter §=12.75 
Ring—Oak Leaf 34.00 RING SIZE CHART 
Ring—Small Seal 24.00 will be sent immediately 


*Chapter President's Key 39.00 on receipt of your order. 


To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansas 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 
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Key Posts of Indiana State Medical 
Association Go to Academy Members 


Key posts in the General Practice Section of the In- 
diana State Medical Association and of the ISMA itself 
have gone to Academy members in Indiana. Academy 
member, Dr. Walter L. Portteus, former director of 
the Indiana chapter and present member of the AAGP 
Commission on Legislation and Public Policy, is the 
new president of the ISMA. 

Dr. Portteus took office at a session of the Associa- 
tion’s House of Delegates during the ISMA’s recent 
annual meeting in Indian- 
apolis. Other association 
officers include Indiana 
chapter member, Dr. Roy 
V. Myers who was re-elect- 
ed treasurer and Dr. Elton 
R. Clarke, Indiana’s dele- 
gate to the AAGP Assem- 
bly, who continues as chair- 
man of the council. 

The new chairman of the 
General Practice Section is 


Dr. Frank H. Green, presi- Walter L. Portteus, M.D. 


dent-elect of the Indiana chapter. Dr. Russell J, 
Spivey, past president of the Indiana chapter, is the 
new vice chairman; and Dr. Keith Hammond, well 
known for his many contributions to the literature, 
was elected secretary. 

Dr. John S. DeTar of Milan, Mich. and Dr. George 
Thorpe of Wichita, who were speakers for the General 
Practice Section of the Indiana State Medical Associa- 
tion during the Indianapolis meeting, were honored 
guests at a luncheon given by the officers and directors 
of the Indiana chapter. 

Dr. DeTar, the Academy’s speaker of the Congress 
of Delegates, is also a member of the AMA committee, 
set up to deal with public relations of Medicine. 

Other distinguished guests were Dr. Elmer Hess, 
president-elect of the AMA; Mr. Thomas A. Hen- 
dricks, secretary of the AMA Council on Medical 
Service; Dr. Walter L. Portteus, new president of the 
Indiana State Medical Association; Dr. W. U. Ken- 
nedy, president-elect of ISMA; and Mr. James Wag- 
gener, ISMA executive-secretary. 

During the meeting of the General Practice Section, 
Dr. Norman R. Booher, secretary-treasurer of the 
Indiana chapter and chairman of the General Practice 
Section of ISMA, presided. 
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Pennsylvania Hospital Completes Project 
Of Physical Checkups for Its Staff 


TAKING A CUE from the Academy’s own Merrill Shaw 
plan, “A Family Doctor for Every Doctor’s Family,” 
all staff members of the Delaware County Hospital in 
Drexel Hill, Pa., recently received letters urging them 
to have a complete physical checkup. The hospital’s 
executive committee that sent out the letters placed 
diagnostic facilities of the hospital at the doctor’s dis- 
posal, free of charge, to aid in carrying out the project. 

More than 90 per cent of the staff, numbering 180 
active and courtesy members, completed the study. 

In view of so much national publicity about doctors 
neglecting themselves healthwise, the hospital had de- 
cided some plan of action need be taken to see that its 
staf members safeguard their own health, besides 
setting an example for the public. 

Each staff member was sent a medical history blank 
and was asked to fill it out. Upon its completion the 
physician was asked to take the history to a physician 
of his choice to have him review the history. The staff 
member’s physician was also asked to proceed with a 
complete physical examination, make a tentative diag- 
nosis, and request further studies such as x-rays, 


electrocardiographic tracings and laboratory studies. 
For such studies, the hospital facilities were placed at 
the physician’s disposal, without cost. 

The records of the examination were to be retained 
by the attending physician; the staff member was re- 
quested to notify the hospital’s executive committee 
that the examination had been completed. 


Richmond, Virginia Chapter Leads Way 
For More Local Hospital Privileges 


In RicumMonp, Vircinia, the local chapter of the 
Academy has appointed a committee of ten members 
to outline what the chapter wants in the way of privi- 
leges for general practitioners at the new Memorial 
Hospital now under construction. 

Dr. Linwood Ball, president of the Richmond chap- 
ter, says it is hoped that the new hospital will establish 
a Department of General Practice in line with recom- 
mendations made by the American Academy of Gen- 
eral Practice, the AMA, the College of Surgeons, the 
College of Physicians and the American Hospital 
Association. 

He added that the local group was interested in see- 
ing that general practitioners are permitted in the 


GP Quiz Answers 
Questions appear on pages 114-115. 
Answer 


(4) GP October, page 94. 
(2) GP July, page 44. 

(1) GP July, page 59. 

(4) GP July, page 78. 

(3) GP December, page 57. 
(4) GP July, page 100. 

(5) GP July, page 40. 

(4) GP August, page 43. 
(5) GP September, page 63. 


= 


10 (2) GP September, page 85. 
ll (5) GP September, page 93. 
12 (1) GP September, page 105. 
13 (1) GP September, page 109. 
14 (2) GP October, page 30. 
15 (1) GP November, page 68. 
16 (1) GP December, page 89. 
17 (3) GP December, page 91. 
18 (1) GP August, page 48. 
19 (3) GP September, page 53. 
20. (4) GP November, page 30. 
21. (1-C) ,(2-D), (3-B), (4-A) 
GP November, page 33. 
22 (2) GP November, page 49. 


23. GP December, page 85. 
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new hospital to do “anything for which they are 
proven qualified.” 

The committee is composed of Drs. R. B. Lawrence, 
James T. Gill, Theodore Kohn, Louis Perlin, Wayne 
C. Campbell, William M. Robinson, Turner S. Shelton, 
Charles Young, Henry W. Decker and Edward E. 
Haddock. 

The Richmond chapter also has requested that the 
Medical College of Virginia establish a general practice 
clinic in its hospital. The school’s trustees report that 
the request is under consideration. 

The Richmond group says that the establishment of 
an active clinical section in general practice would put 
participating general practitioners in position to in- 
struct MCV students and to take their patients to the 
hospital. As it stands now, less than 10 per cent of the 
city’s general practitioners have privileges to take 
patients to MCV. 


Closed Panel Medicine Unfair to Young 
Doctors in New York County—Murray 


CLOSED PANEL medical groups have been unfair to 
young doctors attempting to start practice in New 
York County, Dr. Peter Marshall Murray, president of 


the New York County Medical Society, charged in his 
recent inaugural speech. 

In the light of their unfairness to recent graduates, 
young, well-trained physicians, he asked a re-examina- 
tion of such plans as the Health Insurance Plan of 
Greater New York, Inc. by public-spirited citizens, 
medical educators and high public officials who have 
favored closed panel medicine. He feels the public 
health interest is not best served by such plans. 

Dr. Murray also pointed out that New York City 
subsidizes the panel that operates there—a panel 
which stifles competition for patients, while in other 
fields “Government has engaged itself in determined 
efforts to break up combinations in restraint of trade 
and considered them to be not in the public interest.” 

He also deplored the rise in the cost of malpractice 
insurance in the city and urged the society to stand 
firm and not allow “out-of-court settlements” when a 
physician is not in the wrong. 

The relationship between hospitals and physicians 
should be improved, Dr. Murray contended. He said 
he was going to recommend the appointment of a 
special committee on hospital-physician relations to 
give continuous study in New York County to these 
important problems. 
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Propose Five Years in General Practice 
Before Eligible for Specialty Training 


Richtmyer and Dr. Seymour Fiske also represented the 
state of New York. Dr. Edmund Larkin attended from 


es, Massachusetts, and Connecticut was represented by 
- Ar A RECENT MEETING in Northampton, Mass. of the Drs. Edmund L. Douglas, Michael Palmiere and 
of Academy’s Hospital Committee chairmen in the North- _—_ Michael Shea. 
am, western region, the group unanimously passed a resolu- Reports were made on the following states: Drs. " 
tion stating that ‘Before entering a specialty training Palmiere, Shea and Douglas reporting for Connecti- 
lic program a man should have either a general rotating _cut, said general practitioners are constantly and more ‘ 
internship of two or more years, or five years of general _—_ drastically restricted in larger cities such as New Haven ¢ 
ity practice toward which his years of rotating internship —_ where more than 50 per cent of the state’s specialists z 
nel can be used as a credit.” are concentrated. They also stated that New Haven ‘i 
her Representatives from Connecticut, Maine, Massa- hospitals have eliminated rotating internships and j 
red chusetts, New Hampshire, New York, Rhode Island __ that specialists are reluctant to accept consultation in 
ade and Vermont, who comprise the Northeastern region | New Haven—they take over such cases, considering : 
it.” said it is their opinion that many men dropped along them referrals. 
aes the line in residency training programs have found it Dr. Larkin said that following an extensive ques- 
ind impossible to continue to receive sufficient training for _ tionnaire sent out by the Massachusetts chapter Hos- 
- board certification. As a result, they enter general _ pital Committee which netted a return of 63 per cent, 

practice inadequately trained. the few interns and residents who wanted to do gen- 
on They also “resolved to disapprove the increasingen- _ eral practice was caused by the lack of general practice 
aid croachment on general practice by the practice of hospital privileges in the state. However, he did say 
f a medicine in any category or form on the part of hos- _ that the questionnaire results showed that there is a 7 


pitals.”” 
Dr. Floyd C. Bratt presided as regional advisor for 
the Commission on Hospitals, and with Dr. William G. 


per cent improvement in adequate facilities reported 
among Massachusetts members. 
In New York, Dr. Fiske pointed out that the situa- 
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Is this needle safe for you? 


Only when you see it come from an autoclave 
will you give a positive yes. 

Current literature points to the danger of 
infectious hepatitis from improperly sterilized nee- 
dles. Protect your practice from cross-infection. 

Autoclave safety is yours for only $216 in 
Castle’s new fully-automatic “777” Speed-Clave. 
Phone your dealer, or write: 


WILMOT CASTLE COMPANY 
1152 University Avenue, Rochester 7, N. Y. 


tion of the general practitioner varies with his loca- 
tion. In the greater metropolitan area alone more than 
2,500 doctors have no hospital appointments at this 
time. About one third of the hospitals in the state 
have general practice departments. 

In Maine, hospital problems are confined to Port- 
land where an increasing number of specialists are tak- 
ing charge of various departments in the hospitals and 
crowding out the general practitioner. 

Vermont and New Hampshire were reported to have 
no trouble. 


Five Awards Offered for Winning 
Research Papers on Aging Problems 


FivE awarbs averaging £300 each are being offered 
by Ciba Foundation, London, for winning papers on 
experimental research relevant to the problems of 
aging. 

The foundation is a body for promotion of interna- 
tional cooperation in medical and chemical research. 

Entries may be in the candidate’s own language but 
a summary in English not exceeding 500 words must 
be attached. Entries are to be sent to G. E. W. Wol- 
stenholme, Director and Secretary to the Executive 
Council, Ciba Foundation, 41 Portland Place, London, 
England, not later than February 28. 

The work submitted should be unpublished (but 
may be under consideration for publication) at the 
closing date for entries. 


Medical News in Small Doses: 


PRESIDENT-ELECT JOHN R. Fow er, Barre, Mass., was 
one of the six nationally-known physicians who were 
guest speakers during the recent centennial celebra- 
tion of the Clay County (Missouri) Medical Society in 
Excelsior Springs. In a symposium on the role of gov- 
ernment in medical care, Dr. Fowler said government 
was doing enough, if not too much, and should let the 
profession alone to develop social applications of heal- 
ing at this point. Other speakers were Dr. Paul Haw- 
ley of Chicago, director of the American College of 
Surgeons; Dr. Palmer Dearing of Washington, deputy 
surgeon general of the United States Public Health 
Service; Dr. Thomas Alpin, assistant director of the 
Washington office of the AMA; and Drs. Roscoe 
Pullen, dean, and William Sodeman, chairman of the 
department of medicine, University of Missouri School 
of Medicine. ... Dr. Fowler has also had three other 
recent speaking engagements. On November 9 he dis- 
cussed the advantages of establishing a General Prac- 
tice Department at a staff meeting of the Worcester 
(Massachusetts) Fairlawn Hospital. The next day he 
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was guest speaker for the Men’s Club of the Congrega- 
tional Church in Barre, Mass. and on December 1 he 
spoke at a meeting of the Lions’ Club in North Brook- 
field.... Dr. Malcom Phelps, a member of the 
AAGP’s Board of Directors was a special guest speaker 
at a postgraduate program presented November 18 in 
Lexington, Ky., by the Kentucky chapter and the 
University of Louisville School of Medicine. He spoke 
on “The Role of the American Academy of General 
Practice in American Medicine.” Other speakers were 
Drs. Everette Sanneman, Joseph Little and Walter S. 
Coe, all of the University of Louisville. . . .On Novem- 
ber 26, President W. B. Hildebrand of Menasha, Wis., 
addressed the United States Navy School of Aviation 
Medicine in Pensacola, Fla. In Dr. Hildebrand’s posi- 
tion as medical advisor of Marathon Corporation in 
Menasha, his home town, he was featured pictorially 
in an article, ‘To Guard Your Health,” which was 
carried in a recent issue of Maralog, the official organ 
of Marathon. ... Dr. Ervin L. Bernhart, Milwaukee, 
who has been a past president of both the Medical 
Society of Milwaukee County and the Wisconsin chap- 
ter of the AAGP, was recently named president-elect 
of the Wisconsin State Medical Society. He will take 
office in May... . Another Academy member, Dr. 
Howard J. Farmer of St. Johnsbury, Vt., recently was 
elected president of the Vermont State Medical Society 
during its 141st annual meeting. .. . During a sympo- 
sium on Industrial Medicine at the University of Kan- 
sas Medical Center December 6, Academy member, 
Dr. C. F. Shook, medical director of Owens-Illinois, 
Toledo, Ohio, said in a recent survey it was shown 
that the cost of absenteeism was $56.02 per employee 
per year. That cost is per employee on the payroll and 
not per absentee, he emphasized. Absentee cost figures 
run as high as $107 per employee per year in one com- 
pany. ... Upon receiving the first annual Frank H. 
Lahey memorial award for leadership in medical edu- 
cation, President Eisenhower declared the medical 
profession is one “we don’t want to get under the 
dead hand of (government) bureaucracy”. ... The 
Medical Society of Virginia will now admit Negro 
physicians to membership—provided they are ad- 
mitted to “component” local and county medical so- 
cieties. . . . The Wisconsin State Medical Society 
has appointed a liaison committee to meet with the 
American Legion in Wisconsin to work out differences 
concerning the medical care of veterans. The proposal 
was made by Academy member, Dr. E. C. Cary, Reeds- 
ville, a past state vice commander of the Legion. ... A 
new weekly medical television show which began last 
month is presented by the AMA, and can be seen on 16 
stations of the ABC-TV network. The initial telecast 
of the Sunday evening program was on tuberculosis. 
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Empire State Officers. New officers of the New York chapter paused 
for a chat during its sixth annual scientific meeting which was 
held in Syracuse. Left to right are Dr. R. S. MeKeeby, sec) //ary- 
treasurer; Dr. J. Hunter Fuchs, president-elect; Dr. Garra Lester 
president; and Dr. Richard Bellaire, vice president. 


Banquet Personalities. Seated at the speaker’s table at the annual 
banquet of the New York chapter are (left to right): Dr. Garra Lester, 
president; Rt. Rev. Msgr. Joseph B. Toomey; Professor Edward F, 
Barrett of the University of Notre Dame Law School who was guest 
speaker; Dr. G. Alex Galvin, foastmaster; Dr. Aaron Burman, vice 
chairman of the arrangements committee; and Dr. William 6G, 
Richtmyer, the outgoing president. 


Presentation in Nassau. North Carolina chapter members partici- 
pated in a good will gesture during their recent cruise meeting, 
stopping off in Nassau to present a photograph of the state capitol 
of North Carolina to His Excellency, the Governor of Nassau, on 
behalf of the governor of North Carolina, the Honorable William 
B. Umstead. (Governor Umstead died just recently.) Dr. John R. Bender 
is shown making the presentation. Others assembled on the terrace 
at Government House are (left to right): Dr. William E. Selby, 
Mr. William Page, Mr. Charles McCullers, Dr. Milton Clark, Mrs. Clark, 
Dr. Bender, Mrs. Jack Holt, Dr. Amos Johnson, Mrs. McCullers, the 
Governor of Nassau, Mr. Jack Holt, Mrs. Johnson and Mrs. Bender. 


Symposium Luncheon. There was a full house for the luncheon, 
which was held in conjunction with a symposium sponsored recently 
by the Essex County (New Jersey) chapter. Seated at the head table 
(left to right) are Dr. Sidney Becker past president of the New 
Jersey chapter; Dr. Aaron H. Horland, Essex County chapter presi- 
dent; Dr. James Hill, congressman from New Jersey and a member 
of the Essex County chapter; Dr. Harry Taff, vice president of Essex 
County chapter; Dr. Arthur Trewhella, New Jersey chapter secretary; 
Dr. Vincent Campana, New Jersey chapter president; Dr. B. Alpers, 
Jefferson Medical College; Dr. Seymour Gray, Harvard Medical 
College; Dr. R. Cahoon; and Dr. Richard Chamberlain, symposium 
chairman. 
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|News from the State Chapters 
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THE SIXTH ANNUAL scientific meeting of the New York 
state chapter October 11—13 in Syracuse attracted a rec- 
ord attendance. An imposing list of prominent guests, 
mual [headed by Dr. William B. Hildebrand, AAGP presi- 
ster, Ff dent, attended the three-day meeting. Dr. Dan Mellon, 
4 FT president of the Medical Society of the State of New 
yer York; Dr. William R. Willard, dean of New York State 
University Upstate Medical Center at Syracuse; and 
the Honorable Donald H. Mead, mayor of Syracuse, 
addressed the opening scientific session. 

The chapter’s congress of delegates heard an ad- 
dress by Dr. Hildebrand at its Monday night session. 
rtici- I New officers for the ensuing year are Dr. Garra Lester, 


re president; Dr. J. Hunter Fuchs, president-elect; Dr. 
. Ms Richard Bellaire, vice president; and Dr. Raymond S. 


liam |McKeeby, secretary-treasurer (see cut). 
ender One of the highlights of the meeting was the annual 
rrace Wt banquet with Professor Edward F. Barrett of the Uni- 


eb, F versity of Notre Dame Law School speaking on “The 
Clark, 
s the poeneral Practice of American Citizenship” (see cut). 


wader. An innovation sponsored by the New York chapter 
was a public forum on diabetes which 1,100 persons 
attended. Drs. Elliott P. Joslin, Howard F. Root and 
Priscilla White, all of Joslin Clinic, Boston, were 


cheon, speakers. 
cently Other leading scientific speakers were: Drs. Raphael 
~~ Isaacs, Chicago; Joseph H. Burchenal, New York 


pao City; Otto Steinbrocker, New York City; Harry 


ember |Feidman, State University of New York, Syracuse 
Essex |Medical Center; Arnold P. Friedman, Bronx, N. Y.; 
retary; (Sherman Gilpin, Temple University; Robert D. Whit- 
a held, Albany; Howard English, Utica; J. Worden 
besinem Kane, Binghamton; Eugene C. Eppinger, Boston; 


Walter F. Bugdon, Syracuse Medical Center; J. Engle- 
bert, Boston; John Norris, Rochester, N. Y.; Perrin 
H. Long, Long Island College; Lemuel Bowden, New 
York City; Robert Greenblatt, University of Georgia; 
and Oswald S. Lowsley, New York City. 

Entertainment for the ladies included a reception 
and social hour with a millinery fashion show, a lunch- 
ton and fashion show, a dinner for the wives of dele- 
fates and a conducted tour of the city. 

Dr. Hannibal Paolozzi, chairman of the arrange- 
rents committee, and his vice chairman, Dr. Aaron 
Purman, were in charge of the meeting. 
Aside from the conclusion that North Carolina 
+ Phapter’s meeting and cruise to Havana and Nassau 
ia as a big success scientifically, the fact that the cruise 
fa hitiated the first passenger ocean voyage from a North 
> Molina port and marked the beginning of a new in- 


dustry for the state, attracted more than usual public 
interest. That the North Carolina chapter had a part 
in opening this program gave the Academy good 
publicity. 

Thirty-nine physicians and their wives from 14 states, 
besides North Carolina, were on the cruise meeting. 
The physician from the greatest distance was Dr. John 
Hagin of North Dakota. 

Installation ceremonies for the new chapter officers 
were held aboard ship with Dr. John Bender, vice 
president of the AAGP, serving as installing officer. He 
also presented the past president’s key to Dr. Wayne 
J. Benton of Greensboro, who was the outgoing presi- 
dent of the North Carolina chapter. While in Nassau 
Dr. Bender presented a picture of the state capitol 
of North Carolina to His Excellency, the Governor of 
Nassau, on behalf of the governor of North Carolina, 
the Honorable William B. Umstead (see cut). (Gover- 
nor Umstead died quite unexpectedly a few weeks after 
the cruise.) 

The new president-elect of the North Carolina chap- 
ter is Dr. William E. Selby of Charlotte. Dr. Milton 
Clark was installed as president, Dr. John Mewborn, 
Farmville, as vice president, and Dr. Bender as secre- 
tary-treasurer. Drs. J. P. Henderson, C. T. Wilkerson 
and Stuart Robertson are new directors. ~ 

A series of films and panel discussions on top medi- 
cal subjects were the main features of the scientific 
program. 
> More than 500 general practitioners attended a re- 
cent symposium on office procedures which was 
sponsored by the Essex County (New Jersey) chap- 
ter recently in Newark. Drs. Arthur Master, Columbia 
University ; Seymour Gray, Harvard Medical School; 
Robert Greenblatt, Medical College of Georgia ; Bernard 
Alpers, Jefferson Medical College ; and F. Liebolt, Cor- 
nell Medical School, discussed the newer techniques 
in office procedure for early detection of disease. Drs. 
Harry Taff and Aaron H. Horland of the Essex County 
chapter moderated the program. Dr. R. Chamberlain 
was chairman of the symposium which included a 
morning and afternoon session and a luncheon (see cué). 
> The Southwestern Ohio Society of General Physi- 
cians, in collaboration with the College of Medicine at 
the University of Cincinnati, is offering four seminars. 
One on “Recent Developments in the Specialties” was 
held on four consecutive Thursdays, beginning on 
Thursday, November 5. Number 2 was on November 28 
entitled, ‘“Traumatic Orthopedics for the General Phy- 
sician.”” On January 23 the third seminar will be held. 
It will be entitled ‘The Problem Drinker.” The final 
seminar, scheduled for March 27, will be on “The 
Doctor, the Coroner and the Law.” Residents, interns, 
medical students and nurses will be admitted free. 
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> The Texas chapter has moved its office headquarters 
to 308 West 15th Street in Austin. For the past two 
years, Dr. W. W. Harris, secretary-treasurer of the 
Texas chapter, has made space available to the chapter 
in his own office, free of charge. 

During the annual meeting of the Texas Medical As- 
sociation in Austin November 6 many committees of 
the Texas chapter held special meetings to map com- 
mittee projects in detail. 

A uniform registration fee of $10 will be charged to 
all doctors registering for Texas chapter-sponsored 
courses during the coming year. The proceeds from 
these registration fees are placed in the Academy’s 
Educational Fund and all expenses incidental to hold- 
ing the course are paid from it. 
> On November 4 the lowa chapter sponsored a post- 
graduate program in Cedar Rapids. The scientific pro- 
gram was presented by Dr. Priscilla White of Joslin 
Clinic, Boston, and Dr. Lee Forrest Hill, chief of the 
pediatric staff at Blank Memorial Hospital in Des 
Moines. 
> The Los Angeles (California) chapter recently held 
a joint meeting with the General Practice Section of 
the Los Angeles County Medical Association in the 
California Lutheran Hospital. Dr. Leon Desimone, 
president of the section, presented a brief summary of 
the activities of general practitioners in local and state 
committee and council work. 
> About 200 members and colleagues attended the 
Maryland chapter’s sixth annual scientific meeting 
October 21 in Baltimore. The preceding evening at the 
annual business meeting the following new officers were 
elected: Dr. Louis G. Llewelyn, Pocomoke City, presi- 
dent-elect; Dr. Walter A. Anderson, Baltimore, Dr. J. 
Roy Guyther, Mechanicsville, and Dr. Shepard Krech, 
Jr., Easton, the vice presidents; and Dr. William T. 


Presentation of the Gavel. Outgoing president, Dr. Lauriston L. Keown 
(left) presents the gavel to his successor, Dr. Merrill M. Cross, a! 
installation ceremonies held during the Maryland chapter's sixth 
annual scientific meeting. 
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Layman, Hagerstown, re-elected secretary-treasurer, 
Dr. Merrill M. Cross of Silver Spring is the new presi- 
dent, succeeding Dr. Lauriston L. Keown, Baltimore 
(see cut). 

Three new members of the chapter’s board of direc- 
tors are Drs. Louis Z. Dalmau, Baltimore ; Kurt Lederer, 
Queen Anne; and Wolcott L. Etienne, College Park. 
Mr. William J. Wiscott, Baltimore, is executive secre- 
tary of the chapter. 

The guest lecturers and their subjects were : Dr. Roy 
O. Scholz of Johns Hopkins University, “Some Com- 
mon Diseases of the Eye and Their Treatment”; Dr. 
John E. Bradley of the University of Maryland, “Re- 
gurgitation in Infants”; Dr. Maurice S. Segal of Tufts 
College Medical School, ‘Recent Advancements in the 
Therapy of Chronic Pulmonary Emphysema”; Dr. 
Lewis J. Doshay of Columbia-Presbyterian Medical 
Center, “Parkinson’s Disease and Its Management”; 
Dr. Donald M. Pillsbury of the University of Pennsyl- 
vania, “Dermatology in General Practice”; and Dr. 
George Crile, Jr., of Cleveland Clinic, “Changing 
Trends in Abdominal Surgery.” 

The Ladies Auxiliary of the Maryland chapter was 
the guest of the chapter at a luncheon. The day-long 
scientific session was concluded with a banquet. The 
after-dinner speaker was Dr. Edward F. Stieglitz, whose 
topic was “A Toast to Age.” 
> The November issue of KYGP News, the new official 
publication of the Kentucky chapter, launched into the 
printing of scientific articles. During 1955, the Ken- 
tucky chapter hopes to distribute KYGP News monthly 
to its members and other readers. The cost of publica- 
tion will be borne by advertising revenue. Dr. Charles 
Bryant of Louisville is serving as chairman of the Edi- 
torial Board. Other members of the board are Dr. 
Thomas Gudex, Louisville, and Dr. Burl Mack, Pewee 
Valley. 

The first issue of KYGP News was distributed during 
September to its members and to interns and residents 
in all of Kentucky’s hospitals. The bulletin is designed 
to inform members of meetings and news of general in- 
terest, in addition to containing editorials of a scientific 
and socioeconomic nature and scientific content, ac- 
cording to Dr. Carroll Witten of Louisville, the editor. 
> At Missouri chapter’s sixth annual meeting October 
26 in Jefferson City, Dr. Joseph Getelson of Kansas 
City was installed as its president. Dr. Thomas L. 
Dwyer; Mexico, is the new president-elect, Dr. George 
Wood, Carthage, is vice president, and Dr. P. V. Siegel. 
Sedalia, is secretary-treasurer. The new members of the 
chapter’s board of directors who will serve three-year 
terms are Dr. Charles E. Martin, St. Louis; Dr. R. F. 
Ferguson, Webb City; and Dr. Cecil Leitch, Kansas 
City. Dr. Kenneth Glover, Mount Vernon, and Dr. 
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Martin will be delegates to the AAGP Assembly in Los 
Angeles. 

> An address by AAGP President W. B. Hildebrand, 
Menasha, Wis., was one of the highlights of the Georgia 
chapter’s two-day annual session October 20-21 in 
Atlanta. The other guest speakers were Drs. Angus 
McBryde, Durham, N.C.; Johnson McGuire, Cincin- 
nati; William R. Chambers, Atlanta; Thomas Findley, 
New Orleans; Amos Christie, Nashville; Charles M. 
Mulherin, Augusta; J. Edwin Wood, Jr., Charlottes- 
ville, Va.; William Dobes, Richard Felder, Thomas J. 
Florence, Richard A. Elmer, Paul Reith and J. E. 
Scarborough, all of Atlanta. 

Dr. George H. Alexander of Forsyth was installed as 
president of the chapter, succeeding Dr. H. L. Cheves 
of Union Point. Other new officers are Dr. W. G. 
Elliott, Cuthbert, president-elect; Dr. M. F. Arnold, 
Hawkinsville, vice president; and Dr. Ben K. Looper, 
Canton, secretary-treasurer (see cut). 

The annual social hour, banquet and floor show were 
held in the Biltmore Hotel. The next annual meeting 
will be held October 19-20, 1955, in Augusta. 
> Three hundred Connecticut physicians attended the 
fourth annual scientific meeting of the Connecticut 
chapter October 20 in Bridgeport. There wasaluncheon 
and at the close of the scientific session, the chapter 
had a cocktail hour and dinner with 150 doctors and 
their wives attending. Mr. Harvey Stone, national 
television star, was the after-dinner entertainer. 

At this meeting, Dr. Julius H. Grower, Middletown, 
was installed as president of the chapter. Dr. Jacques 
V. Voris, Darien, is president-elect and Dr. Peter J. 
Scafarello, Hartford, was re-elected secretary-treasurer. 
Dr. Harold Von Glahn, Old Lyme, is a new member of 
the board of directors. Delegates to the AAGP As- 
sembly this March will be Dr. Edmund L. Douglass, 
Groton, and Dr. Henry Sherwood, Middletown. 
> Dr. George M. Logan, associate in the department 
of pediatrics at the Mayo Clinic, was guest speaker at 
the Spokane (Washington) chapter’s seventh annual 
meeting December 4 in Spokane. Physicians from 
Washington, Oregon, Idaho, British Columbia and 
Montana attended. 
> More than 100 members of the Oregon chapter at- 
tended its annual dinner meeting October 13 in Port- 
land. The scientific sessions were held in conjunction 
with the 80th annual session of the Oregon State Med- 
ical Society. Academy guest speakers included Dr. 
Edward G. Billings, Denver, Colo., and Dr. Francis T. 
Hodges, San Francisco. 

At the banquet and business meeting Dr. Hodges 
warned of “‘Medicine’s Seven Deadly Sins” and charged 
the medical profession with the responsibility of pro- 
moting a solid program of combating “arrogance, in- 
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difference, idolatry, greed, stupidity, fratricide and 
suicide.” The former president of the California cliapter 
pointed out methods of curing or avoiding these evils 
and offered some corrective measures, such as “‘dis- 
carding the Robin Hood schedule of fees.” 

He urged doctors to settle their family squabbles in 
their own house, instead of inviting ridicule by airing 
them in the lay press. 

A generous applause was accorded Dr. Hodges as he 
concluded his remarks and Dr. Ennis Keizer, North 
Bend, the outgoing chapter president, then called the 
annual business meeting to order. New officers were 
elected, including Dr. David G. Duncan, Portland, 
president; Dr. Raymond M. Reichle, Portland, presi- 
dent-elect; and Dr. Bernard P. Harpole, Portland, vice 
president. Dr. Arthur D. Pochert is a new director. 

Dr. Keizer also announced the appointment of Mr. 
Joseph J. Adams, Portland, as the new executive secre- 
tary for the Oregon chapter. At a meeting of the board 
of directors, Dr. Stanley A. Boyd was named treasurer. 
> Dr. Francis A. Fagone, Portland, Me., was installed 
as president of the Maine chapter during its annual 
meeting October 13 in Augusta. The new president- 
elect is Dr. Charles R. Geer, also of Portland. Dr. 
Peter B. Aucoin, Rumford, and Dr. Daniel F. Hanley, 
Brunswick, were elected first and second vice president, 
respectively, and Dr. Willard H. Boynton, Bethel, is 
the executive secretary-treasurer. Drs. Clyde I. Swett, 
Island Falls, and Howard H. Milliken, Hallowell, are 
delegates to the AAGP Assembly. 

The Maine chapter made plansat this meeting to have 
a joint scientific meeting with the New Hampshire and 
Vermont chapters sometime this coming spring. 
> The Rhode Island chapter reports a very success- 
ful symposium on acute infectious diseases held re- 
cently in Providence. President-elect of the Academy, 
Dr. John R. Fowler, Barre, Mass., was guest speaker 
at the luncheon. Dr. Charles E. Bryan, the chapter 
president, was luncheon chairman. 

The scientific program was presented by seven out- 
standing speakers: Dr. Vincent J. O’Conor, North- 
western University; Dr. John R. Paul, Yale Univer- 
sity; Dr. Martin M. Hoffman, McGill University, 
Montreal, Canada; Dr. Yale Kneeland, Columbia 
University; Dr. L. H. Douglass, University of Mary- 
land; Dr. William L. Hewitt, University of California; 
and Dr. William F. Burdick, Georgetown University. 
> The Northern Illinois chapter got off to a fine start 
at the first session of its 1954-55 postgraduate lectures 
with a dinner meeting in Rockford. Dr. J. $. DeTar, 
speaker of the AAGP Congress of Delegates, was the 
main speaker (see cut). Dr. DeTar reviewed the trends 
in the practice of medicine which led to the organ! 
zation of the Academy, enumerated its growth and 
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accomplishments as well as the plans and outlook for 
the future. Other speakers were Dr. Eugene J. Ranke, 
University of Illinois, and Dr. William W. Shapiro, 
Loyola University. 

» A symposium on office procedures in gynecology, 
roctology, urology, cardiology and forensic medicine 
was held November 17 in Springfield by the Spring- 
field (Massachusetts) regional chapter. 

>The Minnesota chapter reports that its fourth 
annual scientific meeting, held this year at the Mayo 
Civic Auditorium in Rochester, was a fine success. 
Many leaders from other state chapters (see cut) were 
on hand for the all-day program which featured 13 
physicians from the Mayo Clinic. 

Dr. James Blake was selected as the chapter’s 1954 
Merit Award winner and four other chapter members 
were cited as Topflight General Practitioners. They 
are Dr. Bernard A. Flesche, Dr. Paul M. Smith, Dr. 
Robert O. Quello and Dr. H. J. Jeronimus. 


Minnesota Guests. Presidents of the Wisconsin and Illinois chap- 
ters and the chairman of the AAGP Nominating Committee were 
guests at the Minnesota chapter’s recent annual meeting in 
Rochester. Shown (left to right) are Dr. C. G. Reznichek, president 
of the Wisconsin chapter; Dr. James A. Cosgriff, Minnesota chapter 
president; Dr. Pliny R. Blodgett, president of the Illinois chapter; 
and Dr. Thomas H. Blake, St. Albans, W. Va., chairman of the 
Academy’s Nominating Committee. 


Leaders in Georgia. Officials of the Georgia chapter and Academy 
President W. B. Hildebrand are shown during the chapter’s annual 
meeting in Atlanta. Shown (left to right) are Dr. J. B. Kay, a 
director of the chapter; Dr. Fred Simonton, a delegate and an AAGP 
director; Dr. George Alexander, president of the Georgia chapter; 
Dr. Peter Hydrick, editor of the Georgia General Practitioner; 
Dr. M. F. Arnold, chapter vice president; Dr. Ben Looper, secretary- 
treasurer; Dr. W. G. Elliott, president-elect; Dr. H. L. Cheves, im- 
mediate past president; and Dr. Hildebrand. 
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DeTar Is Guest Speaker. Dr. J. 8. DeTar, Milan, Mich., was 
guest speaker at the first of a series of lecture meetings sponsored 
by the Northern Illinois chapter. Dr. DeTar (seated on left) is shown 
visiting with Dr. Robert Heerens (left to right), past president of 
the chapter; Dr. Bernard Bolotoff, chapter secretary and registrar; 
and Dr. E. L. Vickery, president of the chapter. 
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From toddlers to teen-agers, they all like Mulcin with its refreshing orange 
flavor. No more need to coax or bribe to give the needed vitamins. The whole 
family’s ready and waiting when Mulcin time rolls ’round. 


Mulcin® contains liberal amounts of all vitamins for which Recommended 
Daily Allowances have been established. Potency-protected, Mulcin always 
remains stable, even without refrigeration. 


Specify delicious and dependable Mulcin and make sure your patients really 
enjoy vitamin time... every time! 
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